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Abstract 
Takin’ It On: Communicating AIDS Through Universal Templates in Guyana 
Linnea M. Carlson 
 
This dissertation is based on an anthropological research project that was conducted over a 
period of eight months in Guyana, South America. The exploratory study used ethnographic 
methodologies, including participant observation of voluntary HIV counseling sessions, 50 in-depth 
interviews with HIV-positive and HIV-negative patients, and 10 in-depth interviews with doctors, nurses, 
counselors, government officials, and program administrators who work in HIV programs in Guyana. In 
addition, a range of other HIV program and policy materials were analyzed with regard to the risk and 
prevention messages being promoted among vulnerable individuals in Guyana. Research questions 
guiding the study were: How is AIDS contextualized in the rhetoric of local governments, regional 
laboratory centers, and international donors in the Caribbean?  How do these entities collectively and 
individually shape conceptions of HIV risk, individual responsibility, and prevention in a local VCT 
program in Guyana?  How do patients and providers in the local clinical setting interpret and utilize 
these concepts in their interactions with each other, their families, and their communities? 
 The study used two U.S. government-funded HIV prevention projects as case studies for 
understanding the use of “universal templates” among vulnerable populations in Guyana: (1) a CDC-
sponsored mobile HIV testing unit and (2) a USAID-sponsored Prevention of Mother-to-Child 
Transmission (PMTCT) program. Findings focused on the disconnect between the HIV prevention 
messages to “Abstain. Be Faithful. Wear a Condom.” and the lived experiences and realities of primarily 
Afro-Guyanese women who find it difficult to adopt these behavior changes. Recommendations for 
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 In 1999, having recently earned a degree in public health, I began my first research job 
conducting an evaluation on a U.S. government-funded HIV program. That study’s main goal 
was to assess the effectiveness of a marketing campaign designed to promote HIV testing 
among adolescents in five major U.S. cities. The main marketing tools, in this case, were 
billboards, posters, and pamphlets that were strategically placed in clinics, on subways, and in 
neighborhood stores where adolescents might spend time. A well-known public relations firm 
in New York City was hired to develop these marketing materials, and to identify the places 
where they might be placed so that high-risk youth might be more likely to see them. I spent 
the next year conducting focus groups and in-depth interviews with so-called “at-risk” youth all 
over the country, in order to find out whether exposure to these marketing materials increased 
their likelihood of being testing for HIV.  
Many of the youth that I talked to that year told horrific stories that revealed life 
circumstances very different from my own middle-class, heteronormative, suburban 
upbringing. Young African American and Latino men, who lived in the poorest neighborhoods of 
New York City described coming out as gay or bisexual to their families, then being kicked out of 
their homes and being forced to exchange sex for money or food. Young women from the same 
social backgrounds as the young men told stories about boyfriends who showered them with 
love and attention, but were later discovered to have multiple concurrent sex partners and HIV-




 As for the marketing campaign, the outcomes were disappointing. Of the youth I 
interviewed, very few believed that being tested for HIV would improve their lives at all. The 
“know your status” messaging that was central to the campaign felt like a false premise to 
most. For these youth, who had already been pushed to the margins of mainstream society–for 
being gay, for being poor, for being kicked out of school, for being immigrants–receiving an HIV-
positive diagnosis would be yet another black mark on their personal histories.  
Collecting these highly personal stories, and contrasting them with the bureaucratized 
programs that were meant to help these youth, I came to understand the ethical problems 
inherent in the world of HIV programs. We, as researchers, see people who are suffering 
disproportionately from poverty, hunger, sickness, and political disenfranchisement, all of 
which are usually exacerbated by an HIV-positive diagnosis. We also see organizations that 
want to alleviate this suffering, usually by funding programs meant to promote HIV awareness, 
knowledge, testing, and treatment among individuals and communities that are seen as being 
most at risk for HIV infection. Thus, the onus for reducing risk for HIV infection is placed 
squarely on the shoulders of those who are perhaps the least empowered to do so.  
 As a doctoral student four years later in 2003, I was invited by the Medical Director of 
U.S. Centers for Disease Control and Prevention (CDC)’s Global AIDS Program in the Caribbean, 
Dr. Michael Johnson, to conduct an exploratory study on barriers to rapid HIV testing in 
Trinidad and Tobago. While in Trinidad, I regularly attended meetings between U.S. and 
Caribbean officials who were working to design HIV prevention strategies and were using U.S. 
monies to develop and implement them. Within my first week, and after attending the first 
meeting, I observed a great deal of tension in these meetings and was offered differing 
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perspectives on the reasons for it. An American government official told me that Caribbean 
people were resentful and envious of the relatively high levels of wealth and social status 
enjoyed by American workers living in the Caribbean, and that this personal resentment often 
translated to resistance against American HIV programs. On the other hand, a Caribbean official 
told me that her own feelings of resistance against U.S. HIV programs was justified: Americans 
were “pushy” in promoting their agendas, American HIV programs were highly politicized, and 
Americans did not value the opinions of their Caribbean counterparts when formulating local 
HIV programs. These contrasting points of view seemed to be rooted in the power differentials 
created by the funding of American programs in Caribbean locales. After months of informal 
interviews and conversations with both American and Caribbean workers, I became interested 
in exploring the nature of those power imbalances, and how they are dealt with by the “actors” 
in a U.S.-funded HIV prevention program in the Caribbean.  
 A year later in 2005, as a direct result of the study I had conducted on HIV services in 
Trinidad, I was invited to the Caribbean country of Guyana by the CDC and the U.S. Agency for 
International Development (USAID) to evaluate the effectiveness of two HIV education and 
testing promotion programs that had recently been funded there. Guyana, located on the 
mainland of South America, is the second-poorest country in the Caribbean. In 2003, it was 
identified as one of 15 high-priority countries by the Bush Administration’s new Pepfar program 
(President’s Emergency Plan For AIDS Reduction). As a result, $10 million were pledged by the 
United States government for population-wide HIV education and promotion of HIV testing in 
Guyana alone. After initially spending several weeks talking to several U.S. and Guyanese health 
workers and patients in Guyana, I was once again struck by the disconnect between the stated 
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objectives of the HIV programs and the lived realities of the highly vulnerable people with 
whom they were working. I decided at that point to make these two U.S.-funded HIV programs 
in Guyana the loci of my dissertation. In this study, I attempt to explain the sociocultural 
dynamics that exist among the different levels of funding and programming, and – most 
importantly – describe the lives of Guyanese people who are affected by these interventions. In 
other words, I hope to articulate more fully how we are “communicating AIDS” to those who 
are most affected by it, and how those most at risk for HIV, in turn, reshape this information to 
make it more useful in their everyday lives. Understanding this process is important as Pepfar 
and other international organizations continue to increase funding in countries and 
communities throughout the world in an effort to stem the tide of HIV infection and treat those 
who are already affected.  
 The format for this dissertation is as follows: Chapter 1 provides an introduction and 
background for the study including the research questions and framework that guided my 
research design. Chapter 2 includes a review of the relevant literature for HIV counseling and 
testing, medical anthropology, and the social production of scientific knowledge. Chapter 3 
provides a description of the research setting in Guyana, which will give context for the study 
laid out in the last three chapters. Chapter 4 outlines the study design and methodology, and 
includes a discussion of research methods and a description of the human subjects protocols I 
used to ensure the protection of study participants. Chapter 5 provides a presentation of my 
ethnographic data in two phases, including a summary of findings. Chapter 6 includes a 
discussion and interpretation of the research findings from the ethnographic data collected for 
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my field research. Chapter 7 offers recommendations for policy and program changes and 















 Set in Guyana, this dissertation examines the negotiation of viable meaning between 
U.S.-based purveyors of a prescribed HIV/AIDS counseling and testing programmatic template, 
the providers funded to put it into practice, and the intended targets of those efforts. It also 
looks at the origins of, and the interests served by, such “universal” templates. Taking 
inspiration from the efforts of those before me, I use an anthropological approach to the study 
of these social processes to document massive discrepancies between the cultural assumptions 
underlying such templates and the everyday existential realities of the people meant to benefit 
from such programming. I argue that as more local clinics integrate HIV counseling and testing 
into their services, the exchange of HIV-related information may create tensions and impose 
new constraints for patients and providers as clinical protocols force people on all sides of HIV 
programs to engage in discourses about individual risk behavior, personal responsibility for 
behavior change, and partner notification regarding one’s HIV status.  
Throughout the last three decades, a complex network of international AIDS donors has 
emerged to provide direct grants and technical assistance to resource-poor governments in 
high HIV prevalence areas. In the Caribbean, where HIV prevalence rates have escalated to 
become the second-highest in the world, millions of dollars for AIDS prevention and treatment 
have flowed into the region. Given the context of AIDS as a disease situated within a complex 
socio-political network, it is important to understand the flow of power, authority, and 




Since the early days of the AIDS epidemic in the 1980s, most anthropological 
involvement in the crisis has encompassed cultural and applied medical anthropology 
(www.aarg.org 2003). Much of the medical anthropological work with HIV/AIDS is practice-
oriented and involves the subfield of applied anthropology. Applied medical anthropologists 
working in HIV/AIDS have taken on roles as cultural liaisons between individuals and groups 
affected by the epidemic and local, regional, national, or international government agencies 
such as hospitals, clinics, and AIDS service organizations. These anthropologists may act as 
interpreters of cultural beliefs and practices of the groups being served by various agencies. 
Medical and applied anthropologists have experience with identifying and understanding the 
values and beliefs and underlie individual, group, and societal norms and behaviors. They know 
how to access local leaders and political power bases and how to interpret the unique culture 
to others (Podolesfsky and Brown 2002; Vollmer 2000; Joralemon 2006). In a statement issued 
by the American Anthropological Association in 1997 at the “National Institutes of Health 
Consensus Development Conference,” the association focused on anthropological involvement 
in HIV/AIDS since the 1980s and anthropology’s unique ability to integrate and identify 
“contextual factors that predispose individuals and communities to HIV” (American 
Anthropological Association 1997). 
The roles of anthropology in addressing the AIDS epidemic are diverse. Since the 1980s, 
anthropologists have supported and encouraged an ethnographic, culture-specific, and culture-
sensitive approach to HIV interventions that reflect community norms and values (Herrell 1991; 
American Anthropological Association 1997; Parker and Ehrhardt 2001; Parker, Barbarosa, and 
Aggleton, 2000). Applying an anthropological perspective to the study of HIV/AIDS involves 
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having an understanding of anthropological concepts, methodology, and theory. These 
concepts are best understood as operating along a continuum, and some, such as cultural 
relativism and ethnocentrism, become embroiled in discussions of universal or culture-specific 
human rights and generate their own debate within anthropology.  
Janes and Corbett (2009) review the contributions of anthropologists to the field of 
global health and make a strong argument for the link between economic globalization and the 
social consequences of these processes. These processes have in fact blurred the lines between 
“local” and “global,” which can confound anthropological researchers whose focus is usually on 
the local. Burawoy (2000, cited in Janes & Corbett 2009, p. 169) argues that ethnographers 
should “construct perspectives on globalization from below” in order to draw upon rich 
anthropological tradition of descriptive narratives of those being adversely affected by shifting 
economic and political processes. In short, Janes and Corbett argue that “the ultimate goal of 
anthropological work in and of global health is to reduce global health inequities and contribute 
to the development of sustainable and salutogenic sociocultural, political, and economic 
systems.” (p. 169) 
At the same time, they note that critical medical anthropologists have recently emerged 
as eyewitnesses to the processes of power and agency that occur as a result of increasingly 
globalized, institutionalized health policy. In particular, critics of global AIDS policies and 
programs in the last two decades have problematized the “political-economic  relations that 
influence decision makers and the policymaking process and the impacts, intended or 
otherwise, of specific policies on the health and well-being of the intended beneficiaries” (Janes 
& Corbett 2009, p. 173). A few anthropologists (e.g., Justice 1986) have focused on the specific 
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ways in which health policies formed by a few transnational and governmental bodies have 
embedded new forms of knowledge and representation within cultures that are affected by 
illness.  
The work of Van der Geest (2006) critiques the one-dimensional and highly 
bureaucratized approaches of global health professionals, whose “mandate is to produce 
planning reports and documents. . .but who are not invested in program implementation” (as 
cited in Janes & Corbett 2009, p. 174). Hardon (2005) has observed there has been recent 
acknowledgement among some policymakers that people who are economically marginalized 
may well understand the appropriate use of HIV/AIDS treatments once they receive the 
information, but often lack the necessary funds at the individual or family level to procure food 
and medications for those who are sick. 
Parker (2000; 2012) comments on the push within public health in recent decades to 
become more “politically engaged” in the global efforts to reduce the incidence and prevalence 
of HIV/AIDS. He argues that anthropologists who work in areas of health and illness must be 
better witnesses to both the processes that make communities more vulnerable to HIV 
infection, and to the programs that are meant to address these vulnerabilities. Parker also 
suggests that anthropologists are well suited to the tasks of locating and describing the ways in 
which these processes are contested and reshaped by local actors. 
While patient-provider interactions in the context of HIV counseling and testing have 
been described in the relevant literature (as outlined and explored in Chapter 2) to some 
extent, most of these studies ignore the larger sociopolitical forces that constrain the 
perceptions and behaviors of vulnerable people in Guyana. By using anthropology as a guiding 
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framework, my study describes the cultural assumptions about HIV and AIDS that are 
embedded within American HIV prevention programs widely used in Guyana, the points at 
which these assumptions diverge from the beliefs and attitudes among Guyanese patients and 
health care workers about HIV, AIDS, risk behavior, prevention, and treatment, and how this 
tension is managed.  
 A premise of this dissertation is that the economic disparities among nations makes 
poorer countries with high HIV prevalence rates overly dependent on international AIDS funds. 
As a result of this dependence, donor countries are often free to attach guidelines which 
stipulate the use of standardized templates for voluntary HIV counseling and testing (VCT) 
programs in local clinics. These VCT templates, in turn, utilize supposedly “universal” concepts 
about HIV risk, sexuality, and prevention. Thus, patients in Guyana who do not feel that the 
messages of HIV prevention apply to them may actually ignore them, rendering the program 
ineffective. 
By using two U.S. government-funded HIV counseling and testing programs in Guyana as 
the foci for this ethnographic study, I present a discussion of the intersections between global 
AIDS organizations, local culture, and HIV “knowledge” as it is communicated among program 
administrators, HIV workers, and patients in clinical settings. Understanding these tensions in 
“communicating AIDS” between policy makers, bureaucrats, health care providers, and 
resource-poor populations will add to the existing medical anthropology literature on structural 
vulnerability by looking at the specific differences between program policies and lived realities. 
In addressing the ways in which concepts such as risk and vulnerability are communicated to 
and interpreted by Guyanese people at risk for HIV infection, I problematize the framework for 
7 
 
delivering HIV/AIDS services that were developed in the United States using so-called 
“universal” programmatic templates that ignore the larger cultural and socio-political factors 
shaping individual realities and experience. 
Purpose of the Study 
This ethnographic, multi-tiered study investigates the tensions described above by 
looking at:   
1. How to balance the recognition of the influential power of donor countries to shape 
universal templates for health programs in recipient countries with the local need to deliver 
necessary HIV services to the target population; 
2. The different interests driving these two goals, which include accountability for government 
funding, the imperative to improve measurable health outcomes; and the political need to 
receive credit; and  
3. The resulting counterproductive side-effects of managing these priorities. 
Research Questions 
 The research questions guiding this study are:  
 How is AIDS contextualized in the rhetoric of local governments, regional laboratory 
centers, and international donors in the Caribbean?   
 How do these entities collectively and individually shape conceptions of HIV risk, individual 
responsibility, and prevention in a local VCT program in Guyana?   
 How do patients and providers in the local clinical setting interpret and utilize these 
concepts in their interactions with each other, their families, and their communities? 
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 This multi-tiered approach is similar to one used by two other ethnographic studies 
related to international funding of HIV programs, upon which I have modeled this dissertation 
research design: Judith Justice’s Policies, Plans, and People: Foreign Aid and Health 
Development (1986) and Stacey Leigh Pigg’s “Languages of Sex and AIDS in Nepal” (2001). Table 
1 below illustrates the multi-tiered analytic design this study uses as a framework for 
presenting an analysis of the ethnographic data collected in Guyana about these two U.S.-
funded HIV/AIDS programs. 
Table 1. Multi-Tiered Analytic Design 
Level  Questions 
International  
(U.S. Government, Guyanese 
Government) 
 How are templates for HIV education, prevention, and 
treatment created and promoted? 
 What are the assumptions about HIV infection and 
prevention? 
Local  
(U.S.-based NGOs in Guyana, 
community-based clinics in 
Guyana) 
 What is the role of HIV workers (nurses, doctors, 
counselors, testers) in promoting HIV prevention and 
treatment messages in Guyana? 
 What are the ways in which these HIV workers use 
universal templates/messages as they offer them to 
patients in Guyana?   
Individual  
(Patients in Guyana who are 
receiving HIV education and 
services) 
 What are the patients’ experiences with HIV education, 
testing, and treatment in Guyana? 
 How do individuals extract, interpret and reshape HIV 
prevention and treatment messages that are 
communicated to them? 
 
Importance of the Study  
In his State of the Union address on January 28, 2003, George W. Bush announced his 
President’s Emergency Plan for AIDS Relief, more commonly referred to by its acronym, Pepfar. 
In this plan, Bush committed “$15 billion for AIDS prevention, treatment and care, 
concentrating on 15 hard-hit nations in Africa and the Caribbean” for a five-year period 
extending from 2003 – 2008 (Stolberg 2008). While some AIDS activists and policy-makers 
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lauded President Bush’s commitment to the global AIDS cause, critics of the plan -- including 
social scientists and public health researchers -- criticized the Bush Administration’s emphasis 
on an abstinence-only education framework for HIV prevention, the adoption of which was a 
requirement for receiving Pepfar funds.  
Guyana was one of the 15 priority countries identified in the Bush administration’s 
Pepfar plan in 2003, which meant that U.S. funds would be flowing into Guyana over the course 
of five years to help lower the country’s already high HIV prevalence rates, estimated at 2.5% 
(UNAIDS 2009). Though its population is relatively small, with only about 756,000 people, 
Guyana’s high poverty levels (estimated at 35%) make its people particularly vulnerable to 
rapidly increasing rates of both HIV infection and AIDS mortality. In Guyana, groups such as 
youth, women of childbearing age, commercial sex workers, mobile populations such as miners 
and loggers, and men who have sex with men have been identified as those most at risk for HIV 
infection. What began as an epidemic concentrated among groups engaging in high-risk 
behaviors (such as the aforementioned) is now characterized as a generalized epidemic.  
In 2004, prior to introducing more widespread HIV counseling and testing in several 
antenatal clinics throughout the country, Guyana was chosen to become the first country in the 
Caribbean to become a Pepfar “focus country.” Since mid-2004, the UN, USAID, and the CDC 
have maintained offices in the Guyanese capital of Georgetown that are dedicated to the 
delivery of funds and technical assistance intended to decrease HIV prevalence rates 
throughout Guyana. 
 In this dissertation, I attend to the problems inherent in rolling out an expensive, highly 
coordinated effort involving several international agencies in a lesser developed country that 
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has experienced (and is arguably still experiencing) what Stacy Leigh Pigg calls an “expected 
epidemic” (Pigg 2001). While an estimated prevalence rate of 2.5% is high when compared to 
the U.S., it is considerably lower than most of the other countries identified by Pepfar as 
funding recipients. This raises questions about how nations become identified as “high 
priority”: What are the motivations for selecting some countries for Pepfar funding over other, 
more high-prevalence populations? What are the local effects (on individuals and communities) 
when a small country such as Guyana is selected for participation in Pepfar, and the subsequent 
rapid scale-up of HIV interventions? In order to answer these questions, I look at the different 
interests driving Pepfar and local providers of HIV services, including differing systems of 
accountability for monies spent, the imperative to produce outcomes, and the needs of various 
political entities to receive credit. 
Scope of the Study 
My first trip to Guyana came in July 2004, when I attended a training workshop 
sponsored by the United States Centers for Disease Control and Prevention (CDC). I was invited 
to the three-day workshop by the CDC’s Caribbean Regional Laboratory Director, Cynthia 
Warner, who was interested in hearing an “anthropologist’s perspective” on the difficulties 
inherent in introducing new technologies to so-called developing countries. The purpose of this 
training was to introduce new rapid HIV testing technologies to health workers in Guyana, and 
included speeches and learning modules taught by Guyanese politicians, American public health 
officials, and laboratory administrators from Guyana, Trinidad, and the United States. During 
this workshop, I made acquaintance with a variety of folks with whom I discussed my interest in 
conducting a research study on the social and structural variables impacting HIV testing. 
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Subsequent conversations with the US Agency for International Development (USAID)’s Public 
Health and Nutrition Officer, Julia Rehwinkel, allowed for the forging of more substantive 
professional relationships with two US agencies conducting HIV research and delivery of 
services in Guyana. During February – July 2005, I returned to Guyana for a five-month period 
of intensive fieldwork.  
Several ethnographic research methodologies were utilized to answer the research 
questions for this study. These included observations, in-depth interviews, and analysis of 
primary documents that would provide insight into the standardized HIV prevention materials 
distributed to health care workers and the general population in Guyana. The following list 
briefly summarizes the types of data collection methodologies utilized during my eight months 
of fieldwork in Guyana; a more detailed description of each of these methodologies is provided 
in Chapter 4. 
 In-depth interviews with US government officials working on HIV-related projects in 
Guyana; 
 Observations of CDC and USAID-sponsored trainings of HIV workers in Guyana; 
 In-depth interviews with Guyanese health workers who had received training in new HIV 
testing technologies and were implementing them in various settings throughout the 
country; 
 Observations of HIV counseling and testing sessions between Guyanese health workers 
and patients;  




 In-depth interviews with individuals who experienced HIV testing and/or treatment at 
sites throughout Guyana. 
Definition of Terms 
In the worlds of public health and government bureaucracies, acronyms are often 
treated as words, and as a result might take on meanings of their own. My familiarity with 
these acronyms is such that I–and others who work in these fields – can sometimes forget their 
original meanings and definitions. As such, it is important to clarify here as many of the 
technical definitions, acronyms, and jargoned phrases as possible, so readers from other 
disciplines can better understand this dissertation. 
 AIDS: Acquired Immune Deficiency Syndrome 
 AIS: AIDS Indicator Survey 
 ANC: Antenatal clinic 
 ARVs: Antiretrovirals (medications that are used to treat HIV and AIDS) 
 BSS: Behavioral Surveillance Survey 
 CDC: Centers for Disease Control and Prevention (U.S. Government agency, part of 
the U.S. Department of Health and Human Services) 
 DHHS: U.S. Department of Health and Human Services 
 FHI: Family Health International 
 GHI: Global Health Initiative 
 GOG: Government of Guyana 
 HIV: Human Immunodeficiency Virus 
 MOH: Guyana Ministry of Health 
 MTCT: Mother-to-Child Transmission of HIV 
 OGAC: Office of the Global AIDS Coordinator (oversees the administration of Pepfar) 
 Pepfar: President’s Emergency Plan for AIDS Relief 
 PHN: Public Health and Nutrition Officer (employee of USAID, responsible for 
oversight of HIV programs through Pepfar) 
 PMTCT: Prevention of Mother-to-Child Transmission of HIV 
 PSI: Population Services International 
 VCT: Voluntary HIV Counseling and Testing 
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 RHO: Regional Health Officer (an administrative member of the Guyanese 
Government’s Ministry of health) 
 UN: United Nations 
 UNAIDS: Joint United Nations Programme on HIV/AIDS (branch of the UN that funds 
HIV/AIDS programs in countries around the world) 
 UNFPA: United Nations Population Fund (branch of the UN that funds HIV/AIDS 
programs in countries around the world) 
 USAID: United States Agency for International Development (part of the U.S. State 
Department) 






 It is important to acknowledge that—while a flexible, multi-tiered ethnographic design 
can provide data that is rich, contextualized, and valid – there are also limitations that 
accompany this type of study. A major challenge facing this project was its multiple levels of 
data collection and analysis. Because I wanted to illustrate the dynamics between macro- and 
micro-levels of communication and meaning regarding HIV/AIDS, it was important for me to 
conduct interviews and observations in a variety of different settings. To accomplish this, I sat 
in on conference calls, official meetings, trainings, workshops, patient counseling and testing 
sessions, support groups, and community meetings. I interviewed government officials, 
politicians, program administrators, doctors, nurses, counselors, laboratory technicians, 
patients, and caregivers. I read and analyzed speeches, training manuals, meeting minutes, 
patient records, and educational curriculum. In other words, I accumulated a data set that was 
both broad in its scope and deep in its level of inquiry.  
 Collecting a large amount of ethnographic data from such a wide range of informants 
provided me with plenty of interesting and relevant material with which to work. Contending 
with such a large amount of data, however, also presented me with a challenge in thinking 
about how to frame my analysis in a way that will help readers from disciplines outside of 
anthropology (such as public health and international development) more readily and easily 
understand the data. The multi-tiered analytic framework (described in the sections above) 
allowed me to organize this data so that I could clearly outline the flow of HIV related funding, 
authority, and information from one level to the next, and back again. I repeatedly revisit this 
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framework throughout this dissertation in order to keep focus on the interplay among the 
different groups of people involved in HIV programming in Guyana. 
 Another limitation of this study was the difficulty in collecting good, reliable information 
from the “macro” levels. While I found Guyanese doctors and nurses to be very forthcoming 
about problems they see in U.S. funded HIV programs, I cannot necessarily say the same for 
government officials in Guyana. In particular, I found it very difficult to establish a good rapport 
with workers at the Guyanese Ministry of Health in charge of administering HIV programs. I 
chalk this up to a fear – probably more real than imagined – that any negative comments they 
might make about U.S.-funded HIV programs would jeopardize the funding for that program. 
Similarly, U.S. government officials working in Guyana often seemed to provide me with 
rehearsed statements, focusing only on the positive aspects of U.S.-funded HIV programs with 
which they worked. As a result of these somewhat narrow conversations and interviews with 
both U.S. and Guyanese government officials, and the different interests driving the two, I had 
to rely more heavily on observational data that I collected from meetings, workshops, and 
trainings attended by these folks. I also was able to triangulate this observational data with the 
rich interview data that I was able to collect from doctors and nurses who had regular 
interactions with government officials.      
 In the next chapter, I review the extant literature related to voluntary HIV counseling 
and testing (VCT) and treatment, the dynamics of patient-provider relationships, and the 
treatment of persons living with HIV/AIDS. I also explore the theoretical underpinnings of 
understanding both the critical medical anthropology approach to studying HIV infection and 
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the social production of scientific knowledge that creates the “facts” of HIV education used 













This chapter presents a review of the relevant literature on several related fronts: an 
historical overview of HIV counseling and testing, a review of studies that have been conducted 
on the social experience of HIV counseling and testing, and research in the area of critical 
medical anthropology as it pertains to the increasing rates of HIV/AIDS morbidity and mortality 
in the developing world.  
Most studies of voluntary counseling and testing (VCT) programs evaluate discrete 
aspects of service delivery in the clinical setting, rather than looking at VCT as a social process. 
The body of research related to VCT programs thus focuses almost exclusively on barriers to 
VCT implementation in terms of simple logistics such as staff shortages, inadequate facilities, or 
lack of HIV test kits. The social barriers to VCT from the patient perspective are also 
investigated in most published research, but provide a somewhat narrow investigation into 
individuals’ HIV-related anxieties, experiences of social stigma resulting from a positive HIV 
results, and feelings of disempowerment in medical interactions. Very few studies look at social 
barriers to VCT from the provider or clinic perspective; the exceptions are reviewed here. 
Moreover, the majority of research on VCT programs has taken place in sub-Saharan Africa and 
Southeast Asia; very little similar research has been published on VCT experiences in the 
Caribbean. As Pepfar and other international HIV/AIDS organizations continue to ramp up 
funding for programs in Guyana and elsewhere in the Caribbean and South American continent, 
it is imperative that social scientists fill in the research gaps that currently exist in these areas.  
 Recent research conducted by medical anthropologists and other social scientists take a 
structural approach to the study of HIV counseling and testing. These studies problematize 
issues such as the power dynamics between patients and providers; the link between HIV 
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testing and availability of treatment options; and the production of universal HIV “facts” for use 
in counseling or education sessions. Missing from the literature are studies that look at the 
ways in which international and local governments create universal “templates” for VCT 
implementation in local settings, and the constraints these programs place on provider-patient 
relationships and the delivery of VCT services in local settings. The main goal of this study is to 
analyze Pepfar-produced templates for HIV prevention and education in Guyana, and to 
provide a thoughtful critique of Pepfar’s programmatic strategies.  
History of HIV Counseling and Testing 
HIV antibody testing became available in North America and Western Europe in 1985. 
The HIV test detects antibodies to the virus, not the virus itself. Although there are tests to 
determine viral load and other AIDS markers, there is no AIDS test per se. HIV testing within the 
U.S. and around the world is controversial. Issues involve culture-specific decisions about who 
gets tested as well as where and what kind of testing occurs (Kaiser Family Foundation 2005). A 
decision to have an HIV test is also determined, in part, but what resources are available for 
those who test positive. Factors involved with testing include considerations about what legal, 
social, economic, and political repercussions occur for people who have an HIV test, particularly 
for those who test HIV positive (Hammar 2004). 
There is much debate about the dissemination of HIV test results. This includes 
interpretation of the results, who has access to them, and what is done with them (Synergy 
Project 2003; Bayer 2000; Powers 1991). There are ongoing arguments concerning mandatory 
HIV testing versus voluntary testing for different individuals and groups, such as pregnant 
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women (Geller and Kass 1991; Mayer and Pizer 2000), and whether testing should occur at 
alternative/anonymous test sites or confidential test sites.  
While there are several means to detect HIV, the standard tests worldwide to determine 
someone’s sero-status – that is, whether an individual is HIV-positive or HIV-negative – is 
through an HIV antibody test (Bartlett 2002, 2006). The standard HIV antibody test is a blood 
test. A small amount of blood is drawn and then analyzed for the presence of antibodies to the 
virus. There are also tests that use cheek cells (buccal membranes) to detect antibodies, and 
there are urine tests, which are very expensive (Bartlett 2002, 2006; CDC 2002). Most HIV tests 
performed in the U.S. and other industrialized societies take place in clinics, at alternative or 
anonymous test sites, in doctors’ offices or, less commonly, at home (Bartlett 2002, 2006). In 
non-industrialized societies such as India, Thailand, and much of sub-Saharan Africa, tests 
usually occur either in clinics or in hospitals (Coovadia 2000; Balmer et al. 2000). 
Testing HIV-positive requires three tests on a sample of blood before the results are 
confirmed as HIV-positive. The first blood test performed is an ELISA. If the first ELISA tests 
positive, a second ELISA is performed the eliminated false positives (Stine 1997; Bartlett 2002, 
2006). If the second ELISA is negative, the first, positive ELISA is discarded and the person is 
considered HIV-negative. If the second ELISA is positive, however, a third test is performed on 
the same sample of blood. This test is called a confirmatory Western Blot test. It specifically 
tests for antibodies for HIV to eliminate false positives (Bartlett 2002).  
Since 2002, a Rapid Imunno-Assay Test, the OraQuick HIV Rapid Test, or OraQuick, has 
been available in both the U.S. and other parts of the world, including Guyana (US Department 
of Health and Human Services 2003; Bakari et al 2000). In the U.S., this test was initially given to 
21 
 
health care workers who had been exposed to blood through needle-stick, surgical, or other 
invasive medical procedures that can expose them to a patient’s blood. OraQuick is also 
sometimes given to women who have been raped (Bartlett 2002).  
 Since 2003, the CDC has been updating recommendations about HIV testing (CDC 2003, 
2005). With a rise in incidence among heterosexuals, women, and men who have sex with men, 
and a decrease in the effectiveness of HAART since 1999, the CDC now recommends general 
screening for HIV as part of routine health care for adults 13-64 years old. This includes 
screening pregnant women, testing newborns whose mothers may not have received a 
prenatal HIV test, and offering clients an opportunity to decline HIV counseling and/or testing. 
Previous recommendations included screening people living in epicenters of the epidemic or 
who engaged in “high-risk” behaviors (CDC 2003). 
 In the U.S., HIV testing occurs at either confidential or anonymous test sites. A 
confidential test site includes doctors’ offices, health clinics, and student health centers on 
college campuses that offer HIV testing. Confidential test sites maintain identifying 
demographic data such as name, address, age, gender, ethnicity, and mode(s) of transmission. 
The person’s test results become part of his or her medical record.  
 Anonymous test sites do not keep any identifying information such as their clients’ 
names or addresses. The person being tested receives a number before being tested and must 
submit that number to obtain his or her results. With the exception of at-home tests, HIV test 
results legally must be given to the individual in person, not over the phone or by mail. Legally, 
people having an HIV test must receive HIV pretest and posttest counseling for both HIV-
positive and HIV-negative test results (Bartlett 2002, Stine 1997). However, current 
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recommendations by the CDC endorse much-abbreviated pre-and posttest counseling sessions 
in order to screen everyone (CDC 2005). 
 Pre- and posttest HIV counseling involves a minimum of two conversations between the 
counselor and the client/patient. The content of the counseling is the same whether it occurs at 
a confidential or an anonymous test site. During pretest counseling, the person is asked about 
specific sexual and needle-using behavior that could transmit HIV. The window period is 
assessed, and the person is asked about prior HIV tests. The person should also be asked 
whether testing is being done voluntarily, what he or she expects the results to be, and how he 
or she would respond to an HIV-positive test result. If, after completing pretest counseling and 
having any questions answered, the person wants to have an HIV test, he or she signs and dates 
a consent form. The individual has his or her blood drawn and returns in two weeks for results. 
 Pre- and post-natal HIV testing are attempts to reduce HIV transmission before and 
during birth. The controversies around who should receive prenatal HIV testing increased after 
1994. Since 1994, AZT076, an antiretroviral drug, has been given to HIV-positive pregnant 
women in the U.S. during pregnancy and birth. Administering AZT076 during this period 
dramatically reduces the incidence of babies born truly HIV infected. The decrease has been 
from 16-25 percent of newborns who are HIV-positive to 2-3 percent (Anderson 2001). Initially, 
only “high-risk” women were encouraged to have an HIV test during pregnancy. “High-risk” 
women include those who are IDUs, the sexual partners of IDUs, or those with “a number of 
sexual partners.” This recommendation has changed since the 1990s to include all pregnant 
women (CDC 2003). 
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 By 2000, pregnant women who received prenatal care at a clinic, women’s health 
center, or physician’s office were encouraged but not required to have an HIV test. Those giving 
birth at birthing centers or hospitals were asked to have an HIV test during labor if they had not 
had one already, but they could not be forced to do so. Health-care facilities could not refuse to 
treat a pregnant or birthing woman if she refused an HIV test (Bayer 2000; Anderson 2001). 
Women agreeing to have an HIV test were to receive appropriate pre- and posttest counseling 
and were to experience no discrimination in care based on their test results (Bayer 2000; 
Bennett 1999). 
 The CDC recommendations in 2003 changed some of these practices. The previous 
policies were “opt-in” practices, in which pregnant women elected to have an HIV test. The new 
recommendations are for an “opt-out” choice. Pregnant women will receive an HIV test as part 
of routine prenatal care. If they do not want to have the test, they must sign an opt-out waiver 
(CDC 2003, 2005; Bayer 2000). In 2006, the CDC revised their recommendations once more, 
stating that “high-risk” women should be tested at least twice during their pregnancies. If they 
have not been tested before they go into labor, they are to be tested then without informed 
consent and counseling. If women actively opt out of being tested, the protocol states that her  
health care provider is to question them about that decision and is supposed to “try to convince 
them to get tested” (Kaiser Daily HIV/AIDS Report 2006).  
HIV Counseling 
 A wide range of research has been conducted in the last two decades on the underlying 
assumptions, theories, strategies, and experiences of HIV counseling. Here I focus on studies 
that have looked more specifically at the impact of counselors on a patient’s decision-making 
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about HIV testing, how HIV risk is communicated to patients, and the social experiences of 
getting an HIV test and receiving the results. This section also looks at research on voluntary 
HIV counseling and testing, specifically at ways in which this study of Pepfar-funded HIV/AIDS 
programs in Guyana can contribute to the body of existing literature on the social experience of 
VCT. 
Impact of Counselors on Patients’ Decision-Making 
 Counseling remains one of the most widely promoted methods for reducing individual 
risk behavior for HIV transmission. Most published studies describe barriers to effective 
counseling from the patient perspective. Interestingly, very few studies provide information on 
the counselors’ perspectives – specifically, ways in which the counselor impacts the patient’s 
decision to take an HIV test.  
 A study evaluating VCT programs in several African countries (Bassett 2002) found that 
while nurses usually receive adequate training in how to deliver HIV counseling, they often have 
little time to spend in counseling sessions with patients. The author argues that this is 
particularly the case in integrated VCT settings where there are other patient services such as 
prenatal care and gynecological exams that require nurses’ time and attention. In a survey of 
patients at an integrated VCT clinic in the U.S., Ethier et al (2000) found that overburdened staff 
had dissuaded some patients from taking an HIV test. The implication here is that staff 
members who have too little time to devote to patients may attempt to reduce time spent in 
patient interactions by decreasing the number of HIV tests they conduct.  
 Few studies have addressed what counselors perceive as the aims and objectives of 
their HIV counseling, or what their experiences and expectations are regarding the counseling 
25 
 
process. One such study found that counselors in a South African hospital uniformly described 
their objectives as providing information on HIV/AIDS and the HIV test and providing emotional 
support through the testing process (Stein et al 1994). Yet, differential emphasis was placed 
upon guiding decision-making around testing and achieving compliance with health promotion 
goals. The self-described goals and objectives of HIV counselors clearly merit investigation, and 
is one of the goals of this study. 
 An MTCT-plus program administered by Columbia University in several African countries 
strives to maintain a flexible model for VCT that considers the multitude of cultural and familial 
constraints on individual choice and behavior (Murrman 2004). In this training component of 
the MTCT program, VCT counselors are taught to avoid coercion in offering HIV tests to their 
clients. Accordingly, training emphasizes the role of counselors in “working through” the 
various scenarios a client may encounter in accepting an HIV test, receiving a positive HIV test 
result, disclosing the test result to a partner, and seeking treatment. VCT counselors are thus 
trained to assess the client’s advantages and disadvantages with regard to taking an HIV test, 
rather than offering a test as a routine matter of course. This study similarly looks at both the 
process and the content of HIV counseling in Guyana in order to understand what kinds of 
assessments and recommendations regarding testing that HIV counselors make to their 
patients.   
Communicating Risk 
 Risk reduction has been identified as an important aim of HIV testing by most AIDS-
related organizations and VCT clinics. It has been argued that HIV test counseling provides a 
prime opportunity to engage in one-on-one health education and thus bring about a reduction 
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in or a cessation of behaviors likely to put the individual at risk from future infection if HIV 
negative (Beardsell 1994; Higgens et al 1991). For those who test positive, HIV test counseling is 
seen as bringing about behavior change to protect them from re-infection with HIV and to 
prevent transmission of HIV to their sexual partners or people they share injecting needles 
with. However, reviews of studies of behavior change associated with HIV testing and 
counseling have revealed inconsistent findings (Beardsell 1994; Higgens et al 1991; Weinhardt 
et al 1999).  
 Bassett (2002) argues that for VCT counselors, the very act of talking about HIV risk with 
patients raises the specter of their own personal risk. Other researchers point out that few 
health care workers have experienced VCT themselves, and they may be skeptical about the 
wisdom of HIV testing for their clients, especially where high HIV prevalence makes the odds 
high that the test will produce a positive result (Mungherera et al 1997; Palmer et al 2000). 
While these studies highlight the reluctance of HIV counselors to promote VCT, none of them 
propose strategies for doing so. It is clear that the underlying social structures which elicit 
feelings of anxiety around HIV testing for providers must be addressed using a more holistic 
research approach. 
 Social constructionists describe risk as being perceived externally (threats imposed by 
environment) or internally (consequence of individual’s lifestyle choices) (Worthington & Myers 
2000). In the case of HIV, most risk is perceived as being internally-imposed. Within this 
framework, diagnostic testing is generally interpreted as a means by which patients can deal 




 Hirsch et al (2002) discuss the social construction of HIV risk in discourse among 
Mexican migrant workers. This ethnographic study looked specifically at HIV risk as it is 
perceived within the context of marriage – particularly with regard to sexual infidelity, joint 
decision-making, and communication between spouses. Female respondents in particular 
found infidelity to be a major problem with male Mexican migrant workers. At the same time, 
these respondents embraced monogamy as an effective means of HIV prevention, and also 
emphasized the importance of trust in one’s spouse to remain sexually monogamous. The 
authors thus problematize the conflicting “risk and prevention” messages of monogamy and 
condom use that are promoted in many VCT programs. My research design for this study also 
characterizes the context within which decision-making happens for Guyanese women, 
particularly with regard to Pepfar’s strategy for encouraging individual behavior change and the 
“ABCs of HIV prevention.” 
Offering HIV Tests 
 In a study of inmates in Maryland (Bauserman et al 2001), it was found that both male 
and female participants were seven times more likely to volunteer for HIV testing when offered 
oral (swab) versus blood (needle) testing. A substantial proportion of recipients of both types of 
tests agreed that they would not have been tested if there were no oral test, and that they had 
put off or refused testing in the past because of fear of needles. A study on oral testing in New 
York (Berberian & Richardson-Moore 1998) among clients in an anonymous HIV testing clinic 
also reported a strong preference for oral testing. These findings support the view that the 
availability of oral testing has the potential to significantly increase acceptance of voluntary HIV 
testing among clients. 
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 The arrival of new rapid testing technologies and same-day results has been widely 
anticipated by many proponents of VCT. Published literature on client attitudes toward rapid 
testing is scarce, perhaps because of the relatively recent approval of rapid testing for general 
usage. A study on acceptability of rapid testing in Zambian antenatal care clinics looked at client 
preferences for rapid versus delayed results; individual versus group or couples counseling; and 
repeated versus one-time counseling sessions (Bakari et al 2000). The authors found that while 
clients preferred same-day results and couples-focused counseling sessions, their anxiety 
surrounding results was more intense in these scenarios. Similarly, a study of community 
readiness for VCT in Zambia found acceptability to be very low due to length of waiting time for 
results and skepticism over confidentiality of test results (Fylkesnes et al 1999). 
 These studies, while useful in local settings, do not seek the reasons behind patients’ 
testing preferences. A cultural framework using ethnographic methods could be useful in 
answering these questions, which might then be used to develop HIV testing technologies that 
are more locally appropriate. A broader assessment of testing preferences should include 
providers’ perspectives. This would be particularly important given an earlier discussion about 
providers’ impact on patients’ decision-making around HIV testing during the counseling 
session. Because rapid testing had newly been introduced in Guyana when I began my 
fieldwork there in 2005, I was able to assess the HIV testing experiences and preferences for 
both HIV workers and patients. 
HIV Test Results 
 Researchers have hypothesized that HIV testing can affect a patient’s mental health. 
After giving a blood sample to be tested for HIV, waiting for the test result can be extremely 
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stressful. Dawson et al (1993) found that a tenth of the gay men they interviewed said they had 
decided not to be tested because of the anxiety of waiting for a result. This may be particularly 
acute when the client expects a positive result. Ostrow et al (1989) found that, over the period 
immediately before the test result was disclosed, those who expected a positive result reported 
having experienced significantly more sleep difficulties than those who expected a negative 
result.  
 The length of time that clients have to wait may be significant in determining the 
amount of anxiety they experience and this may vary considerably. For example, although 34% 
of the respondents in McCann and Wadsworth’s study (1991) who had been tested within the 
previous two years had to wait about a week for their result, 29% had to wait between two and 
three weeks and 14% waited for over three weeks. Participants in studies of HIV testing 
experiences have expressed concern about these delays (Mansson 1990; Dawson et al 1991). 
Same day testing services have been advocated and are now increasingly available. Same day 
services drastically reduce the waiting period and hence reduce the potential for the testing 
process to generate uncontrolled anxiety. On the other hand, they allow the client only limited 
time to reflect upon and weigh what has been discussed during pre-test counseling and to 
make a considered decision about whether they really wish to proceed with the testing process. 
The perceived advantages and disadvantages of same-day testing need to be evaluated from a 
client’s perspective before firm conclusions can be reached about its merits. 
 Such studies often assume that the notification of test results alone causes the mental 
health outcomes they describe and fail to consider other possible causative factors. For 
example, the role of HIV counseling in mediating psychological reactions to HIV test results has 
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largely been overlooked in psychological outcome studies. Furthermore, with the exception of 
the work by Beevor and Catalan (1993) on women’s experiences of HIV testing, these studies 
have tended to focus on the experiences of gay and bisexual men. Taking an HIV test may well 
have different meanings and implications for different social groups, so this field of inquiry 
needs to be extended. Accordingly, my study in Guyana focuses primarily on the testing 
experiences of heterosexual women who are living at or below the poverty level. 
 Few studies look at the delivery of HIV test results from a provider perspective. Coyle 
and Soondin (1992) looked at issues of workload and stress among HIV counselors in the United 
Kingdom, and found that counselors experience anxiety when delivering positive HIV test 
results to patients. The authors contend that this anxiety may have an adverse effect on the 
way that counselors provide services to clients, perhaps even resulting in situations where 
counselors dissuade clients from taking an HIV test. The authors recommend further study into 
the anxieties and stress experienced by HIV counselors, in that it may negatively influence their 
own counseling practices. My study seeks to fill the gap in the existing research on this topic, 
and includes a significant investigation of the social experiences of HIV counselors and testing 
as they conduct this kind of work with high risk patients.  
 Beardsell and Coyle (1996) acknowledge that inadequate staffing at a VCT site can be 
problematic in delivery of HIV test results. In some testing centers in the United Kingdom, the 
same counselor provides pre- and post-test counseling and delivers the test result. In others, 
the test result is given not by the counselor but by a clinician who then refers the client to the 
counselor for post-test counseling. In others still, the client may see one counselor for pre-test 
counseling and may be faced with a different one for the post-test session. The authors suggest 
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that clients may feel undue stress and anxiety when having to interact with more than one 
provider over the course of one VCT visit. 
 Several studies based in the United States have reported considerable variation in the 
extent to which newly-diagnosed people with HIV voluntarily inform their sexual partners of 
their HIV status (Landis et al 1992; Marks et al 1991; Marks et al 1992; Schnell 1992). One issue 
that may therefore be raised at the post-test counseling stage and that has aroused 
considerable debate is partner notification (Bayer and Toomey 1992; Potterat et al 1991). As 
Coyle (1993) has pointed out, some forms of partner notification could violate the HIV-positive 
patient’s confidentiality, and may thereby discourage people from seeking HIV testing. If the 
adoption of a formal policy of partner notification is to be considered, there is a need for 
research that will identify and obtain detailed feedback on those forms of partner notification 
that users of HIV testing services would find acceptable. Because HIV testing programs are still 
relatively new in Guyana, partner notification strategies there are still under consideration by 
program officials. While patients who test HIV-positive in Guyana are strongly encouraged by 
their HIV counselors to disclose their status to their past and present sexual partners, my 
research looks at the difficulties this poses for HIV-positive Guyanese women specifically.  
Social Experience of Voluntary Counseling and Testing (VCT) for HIV 
 Recent behavioral research around HIV transmission has focused on the role of local 
norms in setting standards for sexual and drug-injection behavior, and its influence on the 
incorporation of preventive and harm-reduction measures into these standards of behavior. 
Western governments and funding agencies have come to recognize the importance of 
understanding of local norms in implementing successful HIV prevention programs. However, 
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many of these governmental agencies continue to utilize Western cultural standards in the 
creation and dissemination of AIDS-related information and technologies among communities 
in developing counties. The results have been mixed, with unforeseen resistance by health care 
providers and local residents to many of these HIV counseling, testing, and treatment protocols. 
The following sections review literature focused on the social experience of HIV counseling and 
testing, and describes how my study of Pepfar-funded HIV programs in Guyana contributes to 
the existing research in these areas. 
Stigma in Patient-Provider Relationships 
 There is anecdotal evidence that some people may feel uncomfortable going to their 
general practitioner or attending their regular clinics for HIV testing and would prefer to attend 
a clinic separate from other services (Kinnell 2001). Given the negative attitudes that many 
physicians have expressed towards HIV/AIDS related issues (Worthington & Myers 2001) and 
given their ambivalence about whether they should be offering an HIV testing service at all (Mill 
& Anarfi 2002), this is not surprising. Some practitioners have advocated the development of 
“alternative” testing sites for HIV (Beardsell & Coyle 1996). However, research has not 
addressed client preferences for either integrated or alternative sites, and whether the latter 
would increase the accessibility of HIV testing services. My study describes the experiences of 
both HIV workers and their patients, seeking their perspectives and opinions with regard to 
what they find effective or ineffective in existing HIV counseling and testing practices.  
Mbwambo et al (2002b) discuss health care workers’ social experiences in providing VCT 
services in Tanzania. The authors found that respondents feared working in a clinical VCT 
setting for several reasons, including: risk for infection from working with HIV-positive patients, 
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delivering HIV results where no treatment is available, and enduring negative gossip from co-
workers about HIV-positive patients in the clinic. 
 A study conducted by Worthington and Myers (2000) among Canadian patients found 
that VCT recipients often expressed feelings of fear over lack of control in their interactions 
with medical professionals. The authors conduct an analysis of power dynamics between 
patients and providers to explain the reasons behind patients’ fears and actions in the clinical 
settings. The study utilizes two perspectives on power dynamics in the clinical setting, namely, 
“political economy” and “Foucauldian.”  The political economy perspective places emphasis on 
the social and political context of the medical encounter. This framework assumes that in most 
Western societies – and in many developing countries as well – the medicalization of social 
problems places the onus of health risk and responsibility on the patient/individual. The 
“Foucauldian” perspective on medical encounters criticizes simplistic views on power 
relationships. This view finds that while power is a negotiated process between participants, 
imbalances in medical interactions are usually manifested by difference in access to knowledge. 
 Worthington and Myers (2000) also discuss important themes around individual agency 
in medical encounters, and highlight respondents’ own techniques to enhance control in these 
situations. Examples of ways in which patients negotiate the exchange of power with medical 
professionals were: withholding information from the provider, changing health care providers, 
becoming assertive and directive with providers (i.e., the way the test is administered), and 





Stigma at Home 
 Several evaluations of VCT programs in African countries have shown that fears of 
stigma and discrimination dominate clients’ decisions of whether to have an HIV test (Nyblade 
& Field-Nguer 2001, Leonard et al 2001). In many cases, clients may conclude that the social 
costs of an HIV-positive test far outweigh the merits of taking the test at all. Women, for 
instance, may feel obliged to get “permission” from their partners to get an HIV test. 
Researchers in Uganda (Nyblade & Field-Nguer 2001) argue that for a female patient learn of an 
HIV test result without previously consulting her partner makes it difficult to discuss the result 
with him after the fact. Further, to reveal a positive HIV test result might incite ostracization or 
partner violence. In many countries, fewer than half of women disclose their status (Nyblade & 
Field-Nguer 2001, Leonard et al 2001). A recent study in Tanzania (Maman et al 2002) found 
that only 22% of HIV-infected women disclosed their HIV status to their partner, whereas 69% 
of non-infected women disclosed their status. In addition, negative social outcomes following 
disclosure of HIV status, including marital conflict (Maman et al 2002), blame and fear (Keogh et 
al 1994) and violence (Gielen et al 1997) have been reported.  
 In their study among VCT clients in Tanzania, Mbwambo et al (2002a) found that women 
often seek VCT in preparation for marriage or childbearing. In this context, VCT clients feared 
that their marriages would be “cancelled,” or that they would be told not to have children, in 
the event of a positive HIV test. There was agreement among the respondents that both of 
these scenarios would likely result in being ostracized from their families and communities. The 
study also looked at reasons behind clients’ decisions to reject VCT services. These reasons 
were also rooted in fear of stigma and discrimination at home, including being treated 
35 
 
differently or isolated, being told that one “deserves” HIV, and bringing shame to one’s family 
and being asked to leave home. Similar patterns of marginalization from one’s social networks 
as a result of an HIV-positive status, or even a perceived HIV-positive status that comes from 
simply getting a test, can be seen in Guyana. This study’s ethnographic interviews reveal the 
realities of shame, fear, and stigma for Guyanese women who are being strongly encouraged to 
undergo HIV testing by health care workers, and help us to see more clearly the ways in which 
these women demonstrate agency in resisting these forces. 
 In an effort to re-frame stigma as a social process, rather than individual problem, 
Richard Parker and Peter Aggleton (2003) propose a reconceptualization of stigma, particularly 
as it relates to the formulation of HIV prevention strategies. Parker and Aggleton suggest, 
therefore, a new agenda for research and action in the field of HIV. The research agenda 
comprises three lines of social enquiry into stigma: “(1) conceptual studies; (2) new 
investigative studies; and (3) strategic and policy-oriented research” (2003, 20). The authors 
argue that contextualized studies of stigma as a social process will contribute to the scant 
literature on the subject, as well as play a critical role in formulating stronger, more effective 
HIV-prevention programs. It was a goal of this study to engage in both investigative and policy-
oriented HIV/AIDS research that might provide specific insight to the cultural particularities of 
the at-risk Guyanese population. To this end, understanding the ways in which “communicating 
AIDS” happens on the ground in Guyana can contribute both to the HIV/AIDS prevention 
literature and to the existing body of research on formulating effective programmatic strategies 




Impact on Family Planning  
 Most studies that have looked at HIV testing in family planning settings have taken place 
in the context of clinical trials. In most instances, the study subjects were pregnant women who 
learned their HIV status through participation in clinical research in African countries (Kamenga 
1991; Rutenberg et al 2000). These studies focus primarily on the changes in fertility rates and 
sexual risk behavior among women who received positive HIV test results. Regardless of 
women’s own desired reproductive response to HIV infection, many lacked the ability to 
negotiate openly with their partners about reproductive decision and contraceptive use. In a 
study in Zaire, more than 97% of 238 women infected with HIV-1 were unwilling to inform their 
sexual partners of their HIV status because of fear of divorce, physical harm or public scorn 
(Ryder 1991). Another study in Zambia found that knowledge of HIV seropositivity has little 
effect on childbearing and contraception, likely because such changes in reproductive activity 
would be detrimental to their marital partners or their standing in the community.  
 Several other studies have found that in some cultural settings, a woman’s social status 
is directly linked to her ability to produce children (Ankomah 1998; DeBruyn 1992; WHO 1994). 
In married couples, the perceived responsibility for infertility rests solely with the female 
partner, and “barren” women are frequently subjected to ridicule by the community (Hirsch et 
al 2002). The high value placed on fertility may also impact decision-making by HIV-positive 
women during pregnancy. An HIV-infected woman may decide to proceed with her pregnancy, 
knowing the risk of transmission to her baby, in order to fulfill a societal expectation to bear 
children. In HIV counseling sessions, the promotion of condoms to prevent the spread of 
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sexually transmitted diseases such as HIV and, coincidentally, pregnancy, may be perceived as 
being in direct opposition to a powerful social norm. 
 My study similarly problematizes the two contradictory goals of Guyanese women who, 
on the one hand, are encouraged to insist upon condom use during sexual intercourse with 
their male partners, and, on the other hand, want to become pregnant and bear children. By 
looking specifically at and interviewing women enrolled in a Pepfar-funded PMTCT program, I 
attempt to understand more fully the decision-making process that women undergo while 
balancing these contrasting goals. In a departure from the existing literature on this topic, I also 
aim to reveal the ways in which women give meaning to sexual relationships, domestic 
partnerships, and motherhood in the face of an HIV-positive diagnosis, and their own potential 
mortality. 
Treatment and Care 
 The provision of VCT is controversial in many developing countries where treatment for 
HIV-positive patients does not yet exist. A study of VCT in Ghana quoted a health care worker 
who worried about the ethical implications inherent in increasing access to HIV testing without 
a concurrent increase in anti-retroviral drug treatment for those individuals found to be HIV-
positive (Mill & Anarfi 2002).  
 Similarly, Bassett (2002) found that lack of treatment was an important barrier to the 
promotion of testing for both women and health workers in a VCT program in Botswana and 
Zambia. She argues that while there is a multitude of VCT programs that focus on the 
prevention of mother-to-child transmission (MTCT) in pregnant women, most have abandoned 
treatment of the mother after a child is born. Bassett maintains that in order to successfully and 
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ethically promote MTCT, treatment of HIV-infection of women post-partum must be 
implemented. While this has been the objective of Pepfar as it scales up PMTCT programs in its 
member countries, including Guyana, there is a dearth of literature that explores the social 
experiences of newly-identified HIV-positive mothers in places where treatment regimens are 
only sporadically available, and where confidentiality of a woman’s status is not necessarily 
protected. My study describes Guyanese women’s experiences after being part of a Pepfar-
funded PMTCT program, focusing in particular on the ways in which women interpret and 
reshape prevention messages in a way that makes sense to them. 
 Rosenfield and Figdor (2001) pointedly ask “where is the M in MTCT?” (703). The 
authors question the ethics of using HIV-infected women’s bodies to promote an intervention 
that is almost exclusively concerned with infants. Rosenfield and Figdor also criticize U.S. 
government officials who have promised hundreds of millions of dollars in loans to developing 
countries for the prevention of MTCT. They argue that the provision of loans to countries that 
are already having extreme difficulty restructuring huge national debts is unconscionable. The 
implication here is that wealthier nations have an obligation to provide outright grants to their 
poorer neighbors in the global struggle for HIV prevention. The advantages and disadvantages 
of increasing VCT in the absence of treatment must be carefully considered before providing 
the program as a complement to current HIV prevention strategies. In Guyana, where a large 
proportion of Pepfar funds are being used to implement PMTCT programs, it is similarly 
important to understand women’s social experiences as participants in these programs. For this 
reason, my study reveals new information about women’s perspectives and interpretations as 
they receive PMTCT interventions in Guyana.  
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Medical Anthropology Approach to HIV Research 
 As evidenced by the literature reviewed in the previous section, public health strategies 
for prevention almost universally draw from behavior change theories, most of which place the 
onus for change on the individual. In order to diagnose and treat ailments, biomedical 
practitioners “attach primary explanatory power to biological pathogens and physiological 
imbalances, largely down-playing the role of culture and social relations” (Sanabria 2006). 
Requiring individuals to take primary responsibility for behavior change in order to prevent 
disease draws from epidemiological models that frame individuals as agents or vectors for 
transmission of disease. In the case of HIV, this translates into a prevention approach wherein 
an individual bears the burden for assessing his or her own “risk,” and making a conscious 
decision to change risky behavior in order to avoid contracting or spreading HIV to others.  
 During the 1990s, medical anthropologists critiqued this approach to prevention, in that 
it ignores the larger social structures that shape and constrain individual behavior (Parker 2001, 
Schoepf 1992, Farmer 1992, 1999). As a result of these critiques, HIV researchers and social 
scientists began to shift the prevention paradigm away from individual risk and behavior, and 
began to look more pointedly at cultural settings in which risky behavior takes place. While this 
is considered by many in the field to constitute an improvement, Parker (2001) argues that 
globalization has created other, more complex barriers to HIV prevention. He argues that global 
forces are structural, political and economic in nature, and thus constrain behavior and shape 
individual experience.  
 AIDS program design has been guided overwhelmingly by a behavior change model that 
emphasizes cognitive processes. Proponents of a social vulnerability paradigm (Farmer et al 
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1996; Parker 1996) argue that attention should be directed at the social and political context 
that creates conditions of vulnerability. Instead of focusing on deficiencies in people’s 
“awareness” as the reason why they fail to protect themselves from HIV infection, Pigg (2001) 
argues that researchers should be looking at how life conditions rooted in economic inequality 
become manifest in conditions of health, dynamics of relationships, and sexuality. Whereas the 
behavior change model medicalizes both sexuality and AIDS, the social vulnerability model 
politicizes them. My study, in part, examines the particular ways in which Pepfar-funded 
programs are currently using behavior change models for reducing HIV prevalence rates in that 
country, while such programming simultaneously ignores the social forces that shape individual 
decision-making and behaviors among high risk populations in Guyana. 
Gender and Sexuality 
 Carole Vance (1991) and others have observed that the emergence of HIV/AIDS as a 
global pandemic has reinvigorated gender and sexuality research. This has resulted in a calling-
out for a theoretically informed approach to ethnographic HIV research, particularly with 
regard to behavioral research around the gendered contours of courtship, dating, marriage, 
reproduction, and sex work within cultures. Several feminist anthropologists have specifically 
outlined a need for HIV/AIDS behavioral research that draws critically on recent theoretical 
work in gender and sexuality. This approach stands in sharp contrast to the vast majority of 
most current research, which focuses almost exclusively on the collection of quantitative survey 
data. This includes the so-called KAP survey (which stands for HIV Knowledge, Attitudes, and 
Practices) and BBSS (Biological and Behavioral Surveillance Surveys) that today inform most HIV 
funding and policy decisions in Guyana and most other countries currently addressing the 
41 
 
increasing prevalence of HIV in their populations. These surveys place a heavy emphasis on 
assessing individuals’ knowledge about HIV risk behavior, as well as their personal histories of 
engaging with these risk behaviors, including relationship status, sexual activity, and condom 
use. Once the data are compiled, they are analyzed by epidemiologists, then published in 
government-sponsored websites and documents that are promoted heavily to the public. These 
data are rarely framed by a discussion that draws from theories of gender and sexuality. My 
study, therefore, uses a gendered lens for examining the universal templates that Pepfar-
funded programs use to “communicate AIDS” to vulnerable persons in Guyana.   
 The World Health Organization (WHO) (1994) has suggested that women’s 
powerlessness provides one of “the most intractable barriers to the control of AIDS” (56). Lewis 
(2003) describes the sexual and gender inequalities evident throughout the Caribbean, and 
finds that women’s increasing economic dependence on men in the post-colonial period 
creates situations of sexual coercion and control. The author discusses how women’s unequal 
status may also result in decreased access to education. In the Caribbean, girls are less likely 
than boys to attend school and more likely to be withdrawn by parents facing financial 
difficulties. Lack of educational opportunities, in combination with a marginalized economic 
position, increases women’s likelihood of marrying early and to older men.  
 Attitudes and practices relating to sexuality may also influence women’s vulnerability to 
HIV infection. In the Caribbean, pre-marital sexual relationships are acceptable for men and in 
some instances for women, and extra-marital relationships are socially sanctioned and common 
for men (Chevannes 2003). These cultural practices may render monogamy unrealistic as an HIV 
prevention strategy for many women. The formation of sexual partnerships between older men 
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and younger women has shifted the epidemiology of HIV illness. This phenomenon has resulted 
in a peak in HIV prevalence at an earlier age for women and a differential morbidity rate for 
women (CAREC 2000). The peak prevalence for HIV disease in the Caribbean is 25-29 years for 
women as compared to 35-39 years for men (CAREC 2000), indicating that females become 
infected with the virus earlier in life than their male counterparts. 
 For women, limited education influences their ability to support themselves as adults. 
As a strategy for survival, women often feel compelled to take a boyfriend. Although many of 
these relationships include an exchange of goods or money, women differentiate these 
circumstances from prostitution (Buor 1996; Foreman 1999; Schoepf 1994; Standing 1992). In 
addition, parents, especially mothers, often directly or indirectly sanction these relationships. 
Ankomah (1998) argues that premarital sexual exchange is a recent phenomenon that 
represents an economic survival strategy. My study likewise explores the nuanced motivations 
that Guyanese women have for engaging in sexual relationships with men, which also 
illuminates reasons why women do not always feel able to alter sexual behaviors in ways that 
might reduce their risk for HIV infection. 
 Women’s lower social and socioeconomic status in relation to men influences their 
vulnerability to HIV infection, particularly within marriage. This vulnerability is partially related 
to women’s limited control over condom use with their sexual partners. Monogamous women 
who realize that their husbands have multiple sexual contacts are often powerless to protect 
themselves from HIV infection. The association of condoms with prostitution (Cleland and Ferry 
1995), filth, disease, and mistrust (Varga 1997) in the Caribbean significantly diminishes their 
acceptability with regular partners and husbands. Married women face additional barriers to 
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condom use because they interfere with conception. The discussion of condoms in the context 
of HIV counseling and communication of risk reduction, therefore, is a complex and difficult 
issue for married women and carries with it the danger of being abandoned socially and 
economically. In my study, I explore the meanings that Guyanese people associate with condom 
use, which is particularly important to understand given the high rates of HIV in that 
population. 
 There is a dearth of research that looks at the ways in which gender influences uptake of 
HIV counseling and testing services in the Caribbean. In a study of socialization of Guyanese 
adults (Wilson et al 2003), a sample was asked to choose the three most important 
characteristics of a person, and the three least important. Results showed that obedience was 
ranked most important among all respondents, and having self control ranked high among 
women. These findings may provide insight as to why HIV testing, particularly among low-
income Guyanese women, has such high rates of acceptance despite high levels of stigma 
associated with a positive HIV test result.  
 
Structural Violence  
 Structural violence describes a phenomenon where a society’s political economy creates 
social vulnerability in groups and individuals. Farmer (1992) proposes that structural violence is 
at once insidious and ubiquitous in the global system; examples include economic exploitation, 
gender power imbalance, sexual oppression, racism, and social exclusion. Schoepf (1992) 
argues that the spread of HIV/AIDS is itself a product of structural violence, in that it 
disproportionately affects communities struggling with poverty, inequality, economic crisis, and 
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war. She also contends that AIDS highlights relationships of power and inequality. Similarly, 
Baer, Singer, and Susser (1997) look at AIDS as a “disease of the global system,” since it reveals 
itself as a disease of social relationships locally within communities, nationally within social 
systems of individual nations, and globally within the system of nations.  
 The concept of AIDS as a “disease of the global system” is particularly resonant in the 
Caribbean. The Caribbean comprises dozens of smaller nations and ethnic groups, and has 
developed complex economic and political structures to represent itself in international forums. 
With the advent of AIDS, additional formal networks were created in the region to address the 
social and public health aspects of the disease. After being identified by WHO as the region with 
the second-highest HIV prevalence rates in the world, international AIDS donors began to 
funnel tens of millions of dollars into the Caribbean. Among the goals of these donors was to 
increase HIV counseling and testing among Caribbean populations, decrease prevalence rates, 
and improve access to treatment and care.  
 Farmer (1992) argues that an anthropology of AIDS must consider the national and 
international “rumblings” that act as a filter for HIV-related information and meaning in local 
settings. Methodologically, the international scope and nature of AIDS means that 
anthropologists must move beyond a highly localized study of HIV; rather, we must look at the 
ways in which HIV “knowledge” moves across national and social boundaries and how it is 
interpreted in local communities.  
 In this study, I propose a similarly “international” approach to structural violence, one 
which looks at the economic disparities between nations as perpetuating the imbalance of 
power and authority. In other words, poorer nations in the Caribbean and elsewhere are poised 
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to become recipients of massive amounts of financial assistance for the prevention of HIV. 
Given that AIDS has put (or is predicted to put) undue strain on already scarce resources in 
developing countries, local governments are clearly in a position to benefit from the flow of 
AIDS funds into their coffers. These funds, though welcomed by most struggling Caribbean 
governments, usually come with the strict instructions to “produce results.” Furthermore, 
donor countries and organizations often place restrictions on the ways in which these funds 
may be spent in recipient nations. 
In the case of Pepfar funds, specifically, the Bush administration required that recipient 
governments (including Guyana’s) adopt the “ABC” approach to HIV prevention. This acronym 
stands for the slogan “Abstain. Be faithful. Correct and consistent condom use.” (Pepfar 2012). 
More specifically, the Pepfar program defines abstinence as the delaying of sexual activity 
(including but not limited to heterosexual intercourse) until marriage. The program also 
encourages “re-abstinence,” in which unmarried individuals who are currently engaged in 
sexual activity newly commit to abstinence until marriage. Being faithful, as defined by Pepfar, 
encourages married, sexually active individuals to commit to monogamous sexual relationships 
with their spouses. Correct and consistent condom use is the method of last resort for people 
that fall into “high risk behavior” categories, defined thusly on the Pepfar website: “Behaviors 
that increase risk for HIV transmission include engaging in casual sexual encounters, engaging in 
sex in exchange for money or favors, having sex with an HIV-positive partner or one whose 
status is unknown, using drugs or abusing alcohol in the context of sexual interactions, and 
using intravenous drugs” (Pepfar 2012). 
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The unequal power dynamic between wealthy, industrialized nations and those on the 
periphery is manifested locally in Guyana in several ways. The pressure on both the local 
Prevention of Mother-to-Child-Transmission (PMTCT) clinic and the regional laboratory center 
(CAREC) to “produce results” is enormous, and their funding often depends on meeting HIV 
testing quotas. This pressure comes both from international donors who must reach 
institutional goals and from local Guyanese government officials who want to maintain funding 
streams from HIV-related sources. The pressure to “produce results” quickly leads to a 
speeded-up process of hiring, training, and developing of new HIV technologies at the regional 
laboratory and the PMTCT clinic. This raises questions about the quality of services that the 
regional laboratory will be able to provide both to Guyanese PMTCT programs and to programs 
throughout the Caribbean.  
 Local clinics also experience funding pressures. As in most other locales, clinics in 
Guyana depend on financial support from both the local ministry of health and international 
donors. Several antenatal care clinics that were identified as pilot sites for Guyana’s first PMTCT 
program rely on subsidies from the Guyanese government and International Planned 
Parenthood Federation (IPPF). Due to budgetary cutbacks from both of these sources in the last 
several years, the Government of Guyana, and in particular the Guyana Ministry of Health, has 
sought funding from the CDC and CAREC to implement HIV testing services, including financial 
support for the hiring and training of new staff in new HIV testing technologies such as rapid 
testing. According to some interviews I conducted with nurses and VCT counselors working in 
these pilot PMTCT programs, staff are experiencing pressure to “produce results” by fulfilling 
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quotas for the number of patients they counsel and test for HIV. Failure to fulfill these quotas 
will most certainly result in funding cutbacks. 
In this dissertation, I utilize a structural vulnerability framework that looks specifically at 
the flow of AIDS funding and universal templates for HIV intervention from international to 
regional to local stakeholders in Guyana. By describing the socio-political variables at stake, I 
illustrate how the local clinical programs, staff and patients are specifically impacted. The 
following sections lay out a framework for looking at (1) theories about the social production of 
scientific knowledge more generally; (2) existing research on the production and use of HIV 
“facts” and “knowledge” that are communicated almost universally in peripheral populations in 
the so-called developing world; and (3) an exploration of the theories of gender and sexuality 
that have more recently been expanded to reshape HIV/AIDS research.  
Anthropological Research on Development Work 
 In her ethnographic study of internationally-funded health programs in Nepal, Judith 
Justice (1986) links failure of such programs to the lack of sociocultural information in the 
planning process. The main problem, according to Justice, has been that “many foreign 
planners and consultants come to Nepal with the conviction that their approach to solving 
health problems in the right one – that they have the answers and do not need to ask 
questions” (Justice 1986: 138).  
 Justice also observes that foreign governments and NGOs see their programmatic 
choices as part of a “rational” decision-making process, and often choose program designs that 
“conform to their own perceptions, values, and political priorities” (140). As she points out, 
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other anthropologists studying development work have made similar observations regarding 
this phenomenon (Goodenough 1976, Rein 1976, and Dror 1971).  
 In her ethnography, Justice notes that international planners often attribute 
programmatic failures to the fact that cultural influences can lead people to reject programs. 
While this may be partially true, Justice points out that bureaucrats (both foreign and domestic) 
have their own culture, too – one that may obstruct their view of other cultures, resulting in 
programs that are destined to fail. In her field research in Nepal, Justice found that certain 
behaviors by the donor agencies there reflected the need to legitimize their own decision 
making. This need for legitimacy then led to a reliance on quantitative data, because they are 
accepted as validating devices. Justice observed that different international agencies tend to 
adopt the same few programs, because failing along with others is less onerous than failing 
alone.   
 Justice notes that in the world of international health, the choices open to donor 
agencies are often limited by their own bureaucracies – by their organizational structures, by 
their planning and funding procedures (which must adhere to certain formats and schedules), 
and by the organizational and personal goals that influence the planning and evaluation of 
programs. This process, according to her research, leads donor agencies to create program 
policies and procedures that have more to do with their own needs than with the needs of their 
beneficiaries. 
 As an anthropologist, Justice’s approach was to visit the rural health facilities in Nepal, 
to observe and interview in order to obtain intimate knowledge of the field, and to try to see 
the program from the Nepali perspective. She notes in her ethnography that most planners are 
49 
 
confined to their offices by the demands of their job and may be less practiced in setting aside 
their own cultural assumptions. Thus, in addition to sociocultural information, Justice sees that 
the anthropologist’s contribution to health planning should include sharing an approach to 
understanding other cultures. In my own work studying U.S. government-funded programs in 
Guyana, I make similar observations about the onerous administrative tasks of collecting 
quantitative data that are required of all VCT providers in local clinics. As I saw in my interviews 
with nurses and HIV counselors in particular, these tasks place an undue burden on these 
providers, which create tensions between the donor and recipient agencies involved. 
Social Production of Scientific Knowledge 
 Anthropologists continue to grapple with the gray and murky landscape around the 
social production of scientific and medical knowledge. Within the realm of HIV/AIDS knowledge 
in particular, it is important to understand the political, cultural, and social forces that shape 
both the production of these “facts” that have accumulated over the last 30 years, and the 
dynamic process that occurs when people interact with these templates for universal 
knowledge. In thinking about this topic, we must first contend with two questions: (1) who is 
largely responsible for producing scientific knowledge around the topic of HIV/AIDS in the 
global arena? And (2) what are the underlying assumptions of the folks who are scaling up the 
communication of this knowledge to so-called “high risk” populations? The following 
paragraphs explore these epistemological questions, drawing on critical social science 
perspectives. 
Foucault (1973) contends that the advances of science do not represent a simple 
progression of knowledge, where new information is gradually acquired and added to 
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previously gathered facts, but rather a shift in the way existing knowledge is considered. What 
changed, Foucault says, is the style of reporting and interpreting observations of health and 
illness, rather than the intrinsic quality of such observations.  
Latour (1999) examines the history and nature of “science studies,” or the study of how 
scientific knowledge is produced and disseminated, and explains why such investigations are 
important. In his words, science studies turn “the objectivity of science…into an object of 
inquiry,” thus making it possible to reveal biases and assumptions that can color results and 
beliefs (Latour 1999: 3). In other words, the historical belief that good, objective science is 
isolated, developing and existing in a vacuum separated from the rest of the world, is a 
philosophical folly. Science, Latour asserts, has long labored under the assumption that it must 
create what is impossible – absolute certainty – and that to do so it must work alone. Instead, 
Latour says that science should connect with the world and work to produce “relative 
certainties,” or information that is sufficiently accurate to shape understandings of our world 
and direct our actions in it (Latour: 12). Indeed, scientific knowledge is not and cannot be 
created in a vacuum, and Latour notes that “society interposes its…biases, theories, cultures, 
traditions, and standpoints,” on the vision of researchers and thus the information they 
produce (Latour: 7). 
 That scientific facts are the products of entrenched social structures is not a new 
contention. Several medical anthropologists—most notably, Haraway (1988), Lock (1997), and 
Scheper-Hughes (1994)—have convincingly argued for a rigorous interrogation of what we 
regard as “scientific knowledge.” Understanding the production of knowledge in the domain of 
medical science is particularly important, as its “facts” are immediately extrapolated and acted 
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upon both by collective bodies (such as governments and NGOs) and by individuals. In the case 
of AIDS, medical and social science researchers have produced an unprecedented amount of 
information in the last 20 years. Furthermore, the turnaround-time between the production of 
that information and the transformation of “facts” into social policy and prevention 
programming is narrowing. The increasingly rapid absorption of medical information (in the 
form of “facts”) by both of agencies and individuals is understandable. But what is not well 
understood is the how and the why of this process of what is often billed as “health 
promotion,” and the extent to which individuals come to view HIV as a real threat to 
themselves and their communities.  
 Haraway (1988) describes how an effective understanding of the world relies on the 
accurate transcription of complex systems and examines how current scientific knowledge is 
limited by narrow perspectives that distort information. The dominance of Western scientists in 
the public sphere of scientific discourse means that much of the broadly available knowledge 
about the world is colored by the perceptions, assumptions, and norms held by Western 
researchers. Writing from the United States in the 1980s, Haraway identified capitalism, 
technological and industrial advancement, military expansionist ideals, male dominance, and 
racism as some of the formative forces which have influenced the results and interpretations of 
research. She considers this especially problematic because scientific knowledge is a powerful 
force in ideological struggles. Scientific knowledge is created and used to shape the opinions 
and actions of “relevant social actors,” such as health policy makers, which can have broad and 
long lasting effects on regions well outside the scope of the original research (Haraway 1988: 
577). In applying this idea to Guyana, we see something similar happening on multiple levels:  
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the scientific “facts” that are formulated by American researchers, transformed into 
educational materials by Pepfar administrators, and exported to places like Guyana for public 
consumption. Very rarely are these materials and messages reformulated to reflect local 
cultural norms, and the process remains uninterrogated. 
Analysis without situational knowledge makes it impossible to appreciate or understand 
the complexities of what is being observed, providing information without context or 
connections. As Haraway notes, the experiences and observations of subjugated groups are of 
essential importance because their positions within societies, rather than atop them, allow for 
context to be built and connections to be identified. Their visions and voices make it possible to 
build an understanding of the system in which they exist, piece by detailed piece. She contrasts 
this method with others that focus on the dominate group or position and render a narrow and 
misleading image.  
In discussing how future research can better represent the accurate and complete 
nature of our world, Haraway warns that true objectivity resists simplification. Science, she 
says, is not about closure but rather an engaged process of critical interpretation of contestable 
and contested ideas. In order for those ideas to be accurately transmitted between 
communities with different histories, values, and social positions, Haraway stresses the 
importance of interpersonal networks between people of varying backgrounds. In Pepfar-
funded HIV programs in Guyana, the top-down approach to communicating AIDS knowledge 
essentially excludes the people with whom the programs seek to engage. In this dissertation, I 
interrogate the histories, values and social positions of highly vulnerable persons that are 
specifically being targeted by Pepfar programs.  
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Paula A. Treichler (1987) examines how social constructions of AIDS have influenced 
public understanding of the material reality of the disease. She traces the history of HIV and 
AIDS from medical, social, and linguistic perspectives, examining how preexisting opinions and 
beliefs shape what is perceived as truth and how the abundance of existing perceptions 
complicate current prevention and treatment efforts. In particular, Treichler describes public 
perception of AIDS as an intersection of discourses and narratives, each with their own context 
and associated meanings1. The beliefs and experiences “overlap, reinforce, and subvert one 
another,” in a complex network of interactions (Treichler 1987: 42). The sheer quantity of 
information associated with AIDS led Treichler to suggest there is an epidemic of signification 
around the label, or an overabundance of meanings associated with it. Treichler writes that 
there is a “chaotic assemblage of understandings” about AIDS that make creating any sort of 
coherent interpretation of the disease or how to best approach prevention and treatment a 
challenging process (Treichler 1987: 32). 
How such an abundance of meanings came to be is attributed by Treichler to the 
intrinsic nature of inquiry, in that all research is shaped by the social, cultural, and ideological 
forces that surround it. What is known as fact, therefore, is based on the narratives of the 
group which declared it so, and when multiple perspectives are weighing in on the same topic, 
a myriad of often conflicting meanings is created. Treichler discusses many meanings of AIDS, 
ranging from “an imperialist plot to destroy the Third World,” to “the crucible in which the field 
of immunology will be tested,” and “the most urgent and complex public health problem facing 
                                                          
1
 It should be noted that Treicher’s work on this subject was published in the late 1980s, in the early stages of 
the global HIV/AIDS epidemic. Her context for describing the “chaotic assemblage of understandings” regarding 
AIDS knowledge therefore refers to a much earlier (and more chaotic) era of AIDS research and interpretation. I do 
believe, however, that this observation can still be applied to much of the so-called truth and knowledge being 
perpetuated in the more recent context of 21
st
 century HIV/AIDS prevention programs. 
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the world today” (Treichler: 32). She also notes that science is often linked to political agendas, 
such as when the Soviet Union asserted that AIDS was introduced to the region by American 
operatives working for the CIA, or when Rwanda (considered a possible origin point by some 
Western researchers) insisted the virus had begun in Zaire.  
Treichler makes it clear that meanings are important regardless of their grounding in 
material reality. A belief does not have to be “true” in order to be important, and Treichler 
asserts that the social aspects of a disease are highly relevant to its prevention and treatment. 
When trying to prevent or treat a disease, knowing how it is perceived and understood by 
society is equally, or even more, important than the biological facts of its existence. To highlight 
this, Treichler recounts the early history of AIDS in the United States and how beliefs about its 
origins influenced the public response. 
The majority of early cases in the United States were among gay males, people Treichler 
says were viewed as unusual or rare by the mainstream medical establishment. Therefore the 
diseases afflicting them were conceived of as unusual and rare, and not a threat to the greater 
heterosexual population. Conceptualizing AIDS as being associated only with homosexuality 
also served to reinforce ideas about the superiority of heterosexuality over the “abnormal” and 
“sinful” homosexuality. The connection of AIDS to homosexuality impacted the public health 
and policy response to the epidemic, which was slowed by prejudice, fear, and ignorance.  
Shifts in understanding very often occur without the addition of any new information. 
Treichler contrasts the dramatic change in perspective between a December 1985 article which 
professed that AIDS was not a threat to heterosexual people and an article from December 
1986 which presented AIDS as a disease which was a significant danger to heterosexuals. As 
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Treichler notes, no significant research in the year between the articles had occurred which 
changed the fundamental understanding of who was at risk for AIDS. Rather, the ways in which 
the existing information was perceived and interpreted changed and thus so did the public 
understanding of the disease.  
Treichler advocates that what is necessary to fully understanding the many meanings of 
AIDS and to acknowledge the totality of the context in which the disease occurs. The 
experiences and observations of those outside of the mainstream should not be considered as 
“noise that interferes with the purse process of scientific inquiry,” but rather “voices [that] 
contribute to the construction” of a full understanding of the topic (Treichler: 68). In order to 
create a sound base from which to build effective policies and practices for treatment and 
prevention, Treichler says it is necessary to recognize the diverse conceptualizations of AIDS 
which exist in the world and renegotiating those which are misleading.  
Margaret Lock and Vinh-Kim Nguyen (2010) trace the spread of biomedical thought and 
technique out of Europe and examine how it has shaped contemporary approaches to health 
and illness. Biomedicine, by which the authors mean not only the technologies which health 
practitioners use to prevent, detect, and treat disease but also the basic methodological 
procedures with which they examine patients and use to manage the spread of infection, was 
first brought out of Europe by the imperial ambitions of the French, Germans, Dutch, and 
British. The “prevailing…political interests,” of such countries meant that when epidemics of 
indigenous diseases in Africa, South America, and other regions endangered the lives of the 
occupying European armies and settlers, the latest biomedical methods were applied (Lock & 
Nguyen 2010: 17). In truth, some of the very epidemics which colonial forces claimed to be 
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curing had been caused by disruptions in the local ecosystem and culture resulting from the 
effects of colonization. 
What successes did occur were, the authors note, dependent upon “a series of political 
and social conditions,” and associated “ways of seeing and understanding,” being in place prior 
to the implementation of the biomedical interventions, rather than the innate effectiveness of 
such interventions (Lock & Nguyen: 149, 18). Still, the authors praise the transformation of the 
lives of “hundreds of millions of people for the better,” through worldwide campaigns to 
eradicate infectious diseases. They note how successes against smallpox on an international 
level, and schistosomiasis, dengue fever, and onchocerciasis on national levels, provide 
“concrete evidence that biomedicine [can] be harnessed to achieve important national and 
international goals,” (Lock & Nguyen: 155). 
 That the Western biomedical model of care is effective in some situations does not 
mean it is appropriate for all. While the authors acknowledge that such a model is well suited to 
treating many acute conditions which are minimally influenced by environmental factors and 
occur in a similar manner around the world, such as cataracts or broken bones, they argue that 
there are many situations where biomedicine is limited in its ability to adequately address the 
problem. One of the reasons for this, the authors say, is that there are “hidden agendas and 
implicit assumptions that travel with biomedicine,” (Lock & Nguyen: 174). Those assumptions 
can be both on the part of the providers and the recipients of care.  
Such “misunderstandings and unanticipated consequences,” based on “local 
interpretation,” are often encountered when using technologies which, while universal in their 
medical application, have varied cultural implications (Lock & Nguyen: 157). This relates to 
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recent approaches to AIDS prevention and treatment worldwide. Although biomedical 
technologies such as anti-retroviral drugs, rapid diagnostic tests, and condoms are effective and 
easily transportable, they are often difficult to implement in diverse locations because of local 
assumptions and interpretations. Condoms, for example, can be viewed as a way to prevent an 
unwanted pregnancy, or as an admission of infection caused by infidelity. 
Lock and Nguyen further argue that assumptions are made on the part of people 
providing care. One example is that many aid programs are designed to encourage individual 
people to “take responsibility for their own health….even in situations…where people have 
little opportunity to change the…circumstances in which they live,” and “where the notion that 
individuals can exercise control over their health is glaringly inappropriate,” (Lock & Nguyen: 
28). While an ineffective program is disappointing and a waste of resources, false assumptions 
can have even more serious effects. The popular perception of certain health problems, such as 
AIDS, as public health emergencies in developing regions allows for the suspension of “some of 
the normal criteria by which biomedical efficacy is judged,” especially the ethical guidelines for 
running human experiments and drug or vaccine trials (Lock & Nguyen: 194). 
The ultimate effectiveness of any biomedical intervention is “embedded in social, 
cultural, economic, and political processes,” (Lock & Nguyen: 174). This means that global 
efforts to improve health are “unlikely to succeed if it is simply assumed that making 
more…health services available to more people is a purely technical or logistical matter,” (Lock 
& Nguyen: 175) . To illustrate this, Lock and Nguyen recount how efforts by a pharmaceutical 
company in Bengal to market an antidepressant drug met with failure because the local 
understanding of depression was that it should be addressed by “strengthening…social 
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networks,” and “focus[ing] the mind,” (Lock & Nguyen: 173). These differences in perspective 
are important, and Lock and Nguyen argue that “improving global health…requires taking 
differences seriously – in bodies and in social, political, and economic situations,” (Lock & 
Nguyen: 175).  
Production of Universal HIV “Facts” 
 Stacey Leigh Pigg (2001) looks critically at Western countries’ promotion of universal HIV 
“knowledge” in developing countries. She posits that we are currently experiencing the “second 
wave” of a global HIV pandemic, the result of which is the production of a now well-established 
set of international medical and policy frameworks. Pigg argues that these frameworks and 
programmatic templates are being applied to “out of the way places” in an attempt to forestall 
a predicted health disaster that has not yet hit. Using Nepal as a case study, she investigates the 
ways in which local AIDS workers “bend, mold, or force these programs to accommodate the 
contours of the Nepali social ground” (2001:483). She asserts that the traffic in facts, 
explanations, and technologies of science is an important (but under-examined) site.  
 The knowledge production approach can be used to investigate the ways in which the 
intersection between local and global processes create new potential for connections in the 
clinical setting, specifically in the context of VCT. Pigg notes that “It is necessary to take the 
investigation of knowledge production in science beyond the center comprised of North 
American and European laboratories, clinical expertise, public health policy and activism” 
(2001:488). She further calls for new HIV research that investigates: 
 “the practices through which actors forge, provisionally or lastingly, common measure, 
standards, and frames; 
 ways in which the perceived differences are bridged or mediated; 
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 the consequences of the routinization of certain conceptual paths of connection; 
 how links are made between the social production of facts in one site to the acceptance 
of them in another; and 
 the consequences of these patterns of linkage in the context of an epidemic” (Pigg 
2001:492) 
 
 In this research study, I expand slightly on Pigg’s critique of routinized HIV “facts.”  
Acknowledging the link between Western approaches to HIV counseling and testing and the 
caveats placed on global AIDS funds, I propose an analysis of the “VCT templates” promoted by 
the CDC and other international donors in non-Western settings. While Pigg is primarily 
interested in the how universal HIV “facts” are shaped, bent, and communicated by Nepalese 
health care workers, I am interested in how Western templates for VCT programs are 
interpreted, shaped, and communicated by Guyanese HIV workers. Topics for analysis include 
institutionalized rhetoric on individuals’ responsibilities for risk reduction, preferred counseling 
techniques, modes of transmission, appropriateness of HIV testing technologies, and linkages 
between testing and treatment. In order to investigate the ways in which local culture interacts 
with Americanized HIV counseling and testing techniques, I will also examine the evolution of 
patient-provider relationships in the VCT clinic setting.  
Formulating a Discourse on HIV/AIDS: Situated Knowledges 
It is important to acknowledge that scientific “knowledge”—whether we are talking 
about understood modes of HIV transmission, effective marketing strategies for HIV testing, or 
templates for health education—is very often regarded as incontrovertible by both the 
producers and the consumers of this knowledge. That is, once the “facts” have been collected, 
analyzed, and published in the public sphere, they are more likely to be synthesized and used in 
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conjunction with other existing research and used as “evidence” to develop funding and policy 
decisions. This can have a reifying effect, wherein unexamined assumptions about individuals’ 
“risk” behavior, decision-making, and agency are never fully reckoned with. The following 
section examines the anthropological literature around the social production of scientific and 
medical “facts” in the realm of HIV/AIDS, and looks more deeply at the ways in which people 
integrate these “facts” about HIV risk, transmission, and treatment into their daily lives. 
How are the “facts” of AIDS produced? In others words, what is the interpretive 
framework for AIDS workers who are trained to become key players and gatekeepers in the 
realm of HIV prevention and treatment? How do the AIDS workers themselves interpret, bend, 
shape, and mold this information so that it makes sense to them, and so they can both create 
HIV policies and communicate this information to their patients? 
As Farmer (1992) has noted, AIDS is the “signature disease” of our time. While Farmer 
was using this phrase to describe the effects of rapid globalization and emerging social 
inequalities on increasing HIV rates around the world, I contend that it might also be used to 
describe the rapid expansion of telecommunications networks that enable the unprecedented 
exchange and flow of information around the world. The boundaries of time and space that 
once constrained the flow of information between actors have been vastly diminished in the 
era of the internet. It can be argued, then, that the ability of international governments and 
NGOs to unify their efforts in implementing HIV prevention and treatment programs has taken 
first priority. Communities and individuals –regardless of their constraints or experiences—are 
usually expected to become “rapid adopters” of these programs. In the world of international 
health, the “doing something” often takes priority over a deep analysis of the social and 
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political forces that shape individual beliefs and behaviors. In the words of Pigg (2001): “No 
other health condition has had the process of its discovery, investigation, and management so 
thorough scrutinized even as the science was very much in the making.” 
How, then, have governments and NGOs in high-prevalence areas of HIV infection 
historically dealt with the rapid implementation of universal templates for prevention and 
treatment? Cindy Patton (1990) argues that the international understanding of HIV and AIDS is 
the “product of a specifically Western discourse,” which is made up of false assumptions about 
cultural differences between affected regions and poorly performed and overly generalized 
research. As a result, current efforts to prevent the spread of HIV in Africa are ineffective 
because they are based on a fundamentally flawed framework.  
Patton identifies three common assumptions made in North America and Europe about 
the prevalence and treatment of AIDS in Africa. The first is that people in Africa are significantly 
more unwilling to use condoms than North Americans or Europeans, which Patton refutes by 
noting that condom usage is not high among any of the groups. The second assumption is that 
the health care systems present in Africa are of such poor quality that it is difficult to accurately 
diagnose HIV or AIDS. That assumption, Patton says, is based on confusion between low quality 
of care caused by incompetence and low quality of care caused by a lack of resources. The third 
assumption is how the primary cause of HIV and AIDS in Africa is perceived to be poverty and a 
lack of Western style industrialization, rather than a virus passed between people. Patton ties 
this to Western perceptions of Africa as an undeveloped and ignorant region, and notes that 
there are many scientific professionals in Africa with modern training and knowledge.  
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 Assumptions are not the only incorrect information that has shaped the Western 
understanding of and response to HIV/AIDS. The results of scientific research, especially from 
earlier studies, have been significant forces in creating and spreading misinformation. The most 
egregious example Patton highlights is a flaw with the screening test used in early 
epidemiological surveys. The test to detect HIV was developed in the United States and was 
designed to provide a positive result when HIV antibodies were detected in a blood sample. 
However, when the test was used in Africa, it was discovered that malarial antibodies also 
caused a positive result. Because malaria is endemic to Africa, many people had such antibodies 
and the initial surveys using the flawed detection test vastly overestimated the number of 
infected people. This led to claims in the media and in scientific sources that AIDS was 
devastating Africa.  
According to Patton, the perception of Africa as a region on the brink of total 
devastation at the hands of AIDS is not only incorrect, but dangerous. The supposedly dire 
conditions in Africa allow companies and organizations which develop vaccinations, 
medications for treatment, and prevention programs, to waive or loosen their standard ethical 
and due diligence procedures under the guise of compassionate exceptions designed to speed 
access to essential care. This is further complicated by the fact that developing countries, 
including many of those in Africa, often lack the material resources to adequately deal with the 
challenges they face and must rely on aid from other countries. 
 Developing countries, such as those in Africa and Latin America/Caribbean, are rarely 
able to negotiate the nature of such aid because of their subordinate position in the 
international community. Such countries need the resources but are forced to accept them 
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with whatever stipulations the providing country or organization chooses. In the case of 
HIV/AIDS prevention and treatment, providers in Africa who rely on international aid for 
essential resources are forced to function within a framework designed by Westerners who are 
often informed by flawed research and incorrect assumptions about the region they are trying 
to help. There are rarely opportunities to adapt aid to better suit the specific needs and culture 
of the receiving community.  
Summary 
In this chapter, I have reviewed the existing literature related to a range of topics related to 
my study of Pepfar-funded HIV programs in Guyana. Published research on the social 
production of scientific knowledge, including its underlying cultural assumptions, helps to 
create a framework for understanding the ways in which HIV/AIDS “facts” and information are 
created in Western cultures. This “knowledge production” framework is essential to the 
examination of a far-reaching and well-funded global HIV prevention and treatment initiative 
such as Pepfar. By drawing on the theoretical and methodological framework of critical medical 
anthropology, this ethnographic study examines the specifics tensions and inadequacies of such 
a program as it attempts to negate the social and health impacts of HIV/AIDS in Guyana, whose 
own cultural norms around gender and sexuality are often operating within a very different set 
of constraints and assumptions. Chapter 3 provides context for the research setting in Guyana 
and a brief overview of both the epidemiology of HIV and the funding mechanics of Pepfar as it 
operates in Guyana through local government agencies, international non-governmental 








 This chapter provides some demographic information on the population of Guyana, a 
brief description of the local landscape and study sites for this project, and the available 
HIV/AIDS epidemiological data for the country. I also include information about the levels of 
funding in Guyana for public health in general compared to the funding for HIV/AIDS in 
particular in Guyana. In order to highlight the mechanisms for the flow of funding from Pepfar 
and the U.S. government into Guyana’s governmental and non-governmental agencies, I 
created a flowchart that illustrates this process and the players involved.  In the last section of 
this chapter, I describe my initial visit to Guyana for a CDC-sponsored HIV counseling and 
testing training for local workers, which spurred my interest in conducting a longer study. 
The Setting 
Guyana is located in the northern region of the South American continent, sitting between 
Venezuela to the west, Suriname to the east, and Brazil to the south and southwest (see Figure 
1 below for a map of Guyana). 
Figure 1: Map of Guyana 
 




 Guyana is an equatorial country, and its climate is primarily tropical. The country’s 
landscape is varied, with much of the northern region classified as a soil-rich delta that is used 
for the agricultural production of export crops such as rice and sugar. The middle and western 
regions of Guyana are tropical rainforest, and are very sparsely populated with little 
infrastructure. In the westernmost area of the country, where the rainforest meets the Roraima 
Mountain range, precious minerals such as gold, diamonds, and bauxite have been discovered 
and are being mined primarily by foreign corporations for export. 
 Current population statistics show that approximately 756,000 people currently live in 
Guyana (World Bank, 2013). Guyana is the only English-speaking country in South America, and 
shares cultural and historical bonds with the Anglophone Caribbean. Guyana’s two largest 
ethnic groups are the Afro-Guyanese (descendants of African slaves) and the Indo-Guyanese 
(descendants of Indian indentured laborers), which together comprise about 75% of Guyana’s 
population. Indigenous people (also called Amerindian) comprise about 9% of the population of 
Guyana (CIA, 2012).  
 About 94% of the largely rural population lives in the six coastal regions. More than half 
of the population (57%) identifies as Christian; others identify as Hindu (28%), Muslim (7%), or 
other (8%). The official language is English, but Hindi, Urdu, and Amerindian languages are also 
spoken (Guyana Bureau of Statistics 2002).  
 About a third of the Guyanese population lives below the poverty line. Although 
Guyana’s literacy rate is reported to be among the highest in the Western hemisphere, the level 
of functional literacy is considerably lower, which has been attributed to poor education 
quality, teacher training, and infrastructure (Guyana Bureau of Statistics 2002). 
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 Guyana’s emigration rate is among the highest in the world; more than 55% of its 
citizens reside abroad, and it is one of the largest recipients of remittances relative to GDP 
among Latin American and Caribbean countries. It is estimated that more than 80% of 
Guyanese nationals with tertiary level educations have emigrated. Officials points to this “brain 
drain” as one of the primary obstacles to providing adequate health care to Guyana’s 
predominantly rural population (Guyana Bureau of Statistics 2002).  
Health Infrastructure 
Guyana’s capital city of Georgetown has more than a dozen different neighborhoods, 
each with its own public health center that provides a wide range of health services, mostly free 
of charge, to the residents of the neighborhood. At the time of the study, the public health 
centers were administered either by the Guyana Ministry of Health (MOH) or by the 
Municipality of Georgetown and were open during the day on Monday through Friday. 
Qualified medical personnel are in short supply in Guyana because staff members emigrate to 
better paying positions in the Caribbean, Great Britain, and the US. Because of the shortage, 
nurses, nursing assistants, HIV counselors, medex (similar to a physician assistant), and 
physicians rotate between two or more clinic locations each week. Antenatal care clinics are 
held at the health centers on one or two mornings each week. Figure 2, below, shows a picture 
of a government-funded health center in Georgetown, which is fairly typical of other such 






Figure 2. Campbellville Health Centre in Georgetown, Guyana 
 
 
Epidemiology of HIV/AIDS 
The Caribbean region is currently one of the areas most profoundly affected by 
HIV/AIDS, second only to sub-Saharan Africa in its HIV prevalence rates. Current 
epidemiological statistics for the Caribbean estimate that 300,000 people are living with 
HIV/AIDS, including 30,000 who became infected in 2005 (UNAIDS, 2005a). The primary routes 
of HIV transmission in the Caribbean are believed to be heterosexual and male homosexual 
penetrative intercourse (UNAIDS, 2005a). The exact prevalence of HIV infection in Guyana is 
unknown; however, the MOH estimated the HIV prevalence rate at the end of 2004 to be about 
2.5% (Government of Guyana National HIV/AIDS Programme, 2004). The World Health 
Organization (WHO) estimates that the prevalence of HIV infection in the adult population 
ranges between 0.8 and 7.7% (WHO, 2005). Data from the antenatal seroprevalence survey 
showed that approximately 22.4% of pregnant women are infected with HIV (Government of 
Guyana National HIV/AIDS Programme, 2004).  
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Table 2 below shows the number of newly diagnosed HIV-positive people in Guyana for 
each year from 2004 (when data was first readily available) through 2011. This table also shows 
the number and percentage of HIV-positive people who received antiretroviral (ARV) 
treatments for each of those years. 
Table 2. Number of Newly Diagnosed HIV+ People and Those Receiving ARV Treatment in 
Guyana, 2004-2011 
Fiscal Year 
# of New HIV 
Diagnoses 
# of HIV+ Patients 
Receiving ARV 
% of HIV+ 
Receiving ARV 
Treatment 
2004 18,000   500 3% 
2005  18,000         800 4% 
2006 12,000    1,600 13% 
2007 12,710  1,500  12% 
2008 13,000      1,800  14% 
2009   5,900  2,700  46% 
2010 5,900   3,000  51% 
2011 6,200  2,300  37% 
 TOTAL  91,710  14,200  15% 
Sources: Pepfar.gov and Unaids.org 
 
Pepfar Funding 2004 – 2011 in Guyana 
 Between the years 2004 – 2011, Pepfar spent more than $144 million providing 
HIV/AIDS services and treatment in Guyana alone (Pepfar 2013). Table 3 below gives an annual 
accounting of Pepfar funding of HIV/AIDS programs in Guyana from 2004-2011, as well as the 




Table 3. Pepfar Funding as a Percentage of Total Health Expenditures in Guyana, 2004-2011 
Fiscal Year 
Level of Pepfar 










Health in Guyana 
2004 12,200,205 36,000,000 34% 
2005 19,392,318 37,000,000 52% 
2006 21,727,116 46,000,000 47% 
2007 28,379,520 49,000,000 58% 
2008 23,799,308 105,000,000 23% 
2009 20,531,575 108,000,000 19% 
2010 18,181,575 101,000,000 18% 
2011 14,881,575 120,000,000 12% 
TOTAL 159,093,192 602,000,000 26% 
 
Sources: Pepfar.gov and World Health Organization Global Health Expenditure 
Database 
*Not adjusted for inflation. 
**Adjusted for inflation. 
 
 As evidenced by the numbers in Table 3 above, Pepfar funding as a percentage of the 
total expenditure on health in Guyana is significant. At the time of my study in 2005, Pepfar 
funding reached almost US$20 million, which accounted for more than half of all health 
expenditures that year. Figure 3 below illustrates the flow of Pepfar monies from the U.S. 
Government, through local NGOs working in Guyana to provide HIV services. The flowchart 
below also shows the linkages between these U.S. Government agencies, local NGOs, and the 








CDC Training Workshop  
My attendance at a three-day training workshop in July 2004 that was sponsored by the 
Centers for Disease Control and Prevention (CDC), a U.S. government agency, was a critical first 
step in conducting my field research in Guyana. First, it allowed me to form relationships with a 
range of U.S. Government officials, Guyanese Ministry of Health officials, and health care 
workers that eventually became my key informants for this study. Second, it provided context 
that allowed me to hone my research questions relating to the content of HIV counseling and 
testing “templates” for use with patients in clinical settings. Third, it revealed some interesting 
dynamics between the various “players” in the culture and politics of HIV testing in Guyana that 
I would choose to explore further in my interviews with American public health officials, 
Guyanese and American health care workers, and HIV patients themselves.  
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Over the course of three days, I observed HIV workers being taught how to perform 
rapid HIV testing technologies. The training took place in a classroom at the University of 
Guyana, the country’s only institution of higher education, which is located in the capital city of 
Georgetown. The buildings are fairly typical of those found in Caribbean countries, in that all of 
the buildings are built out of concrete with open-air rooms connected by covered breezeways. 
Electricity is available at the University, but much like the rest of the country, it is only 
sporadically available. Here I met the approximately 30 health workers who were being trained 
in rapid HIV testing. Most of the workers were already experienced in performing “traditional” 
HIV testing, which required the extraction of blood from a patient using syringes, then sending 
that vial of blood to a laboratory for analysis. This process typically took about two weeks, after 
which patients would be expected to return to the clinical site for test results and post-test 
counseling.  
In talking to both CDC presenters and Guyanese HIV counselors, I understood that there 
were high expectations surrounding this new rapid testing, since the waiting time for results 
would be reduced to about 20-30 minutes, allowing the HIV counselor to conduct pre-test 
counseling, HIV testing using a simple finger stick method, and post-test counseling with the 
results. The hope was that – by reducing these steps into a single, short session, more people 
would be encouraged to undergo HIV testing, and more people would receive their results. One 
of the assumptions built into this rapid test model was that – once people are diagnosed as HIV-
positive – they would take precautions to reduce risk of transmission to their sexual partners 
and/or breast-fed babies. 
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In a place such as Guyana, where rugged topography is coupled with poor 
infrastructure, follow-up to HIV testing had been limited to clinics whose clientele would make 
fairly regular visits. In Guyana, this has meant that all testing usually occurs in two places: 
antenatal care clinics, where pregnant and recent mothers made regular visits to obstetrics; 
and the single STD clinic, which was largely stigmatized as a destination for prostitutes and 
indigents. 
With the introduction of rapid testing, many governmental officials hoped that health 
workers headquartered in Georgetown would be able to more easily infiltrate hard-to-reach 
populations for large-scale counseling and testing. For instance, if a team of HIV workers 
traveled for three days by dirt road through the Amazon forest to reach an isolated village in 
the mountains near mining camps, they would be able to spend three days counseling and 
testing a sizeable proportion of this village, and at the same time giving patients their test 
results. In the case of HIV-positive test results, the HIV workers would be able to make on-the-
spot referrals to treatment and care in Georgetown for the infected persons.  
This pilot phase of fieldwork was critical in the shaping of my research questions, 
becoming familiar with Guyanese culture, and getting a “first look” at the dynamics and 
overlapping objectives of international and local HIV organizations. Although this training lasted 
only three days, it allowed me to engage in social mapping of relationships among Pepfar, US 
Government agencies in Guyana, and Guyanese governmental departments. I also met several 
key informants and established relationships with folks who worked in these agencies that 
would lead to the more in-depth participant observation and interviewing in Phases I and II of 
my field research. I was also introduced to the first set of “universal templates” designed for 
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HIV education and awareness that were being promoted heavily throughout Guyana at the 
time. An analysis of these universal templates in Chapter 6 focuses on themes about HIV-
related behavior that are embedded in the messages. I also attend to the inherent problems in 
attempting to apply standards of morality and behavior in Guyana through the mechanism of 
HIV/AIDS “awareness.”   
The next chapter lays out the methodological framework for conducting fieldwork in 
Guyana, and includes a description of the process for data collection, maintaining reflexivity, 














This chapter outlines the methodological design of my study, and begins with an 
overview of the theoretical foundations for conducting ethnographic fieldwork. Subsequent 
sections provide a detailed description of the different phases of data collection, including 
descriptions of the research sites (and reasons for choosing them), and a discussion of the 
recruitment and selection process for research participants, the methods used for ethnographic 
data collection, and the process used for analyzing these data. Finally, I address the human 
subjects procedures used in this study for protecting confidentiality. 
Research Perspective 
 As Emerson (1995) notes, the elastic nature of ethnographic inquiry allows 
anthropologists to ask questions of informants and of themselves as they arise, as well as revisit 
and revise the original research framework repeatedly as the landscape unfolds during the data 
collection period. This might be described as a kind of dialectical process – sketching a 
framework, collecting data, analyzing that data, then refocusing our line of inquiry for another 
round of data collection and analysis. On the other hand, the anthropologist can find herself 
with a vast amount of ethnographic data with which to contend, and organization of this data 
may become daunting.   
 Strauss and Corbin (1998), in writing about framing ethnographic inquiry, have 
described the importance of utilizing a “grounded theory” approach to qualitative research. 
This approach allows the investigator to ask questions about quality of data and resources that 
inform the study. In other words, the data consistently and regularly informs the research 
questions. Unlike clinical science that uses a positivistic approach and searches for “universal 
truths,” qualitative research uses the grounded theory approach, in which the researcher 
77 
 
comes to the field with a particular theoretical framework, and uses this as a lens through 
which to “pursue members’ meanings” (Emerson 1995). Ethnographic research is also different 
from positivistic research in that the theoretical framework, sampling strategies, and interview 
questions are flexible and subject to change throughout the research process. A grounded, 
flexible approach to research allows the ethnographer to better illuminate questions under 
study, increases the scope or range of data that reveal multiple realities, and allows for 
development of theory that takes into account local conditions. 
 A qualitative research project that follows a grounded theory approach favors a 
relatively small sample of informants, who are selected purposefully. In my own study, where I 
looked at the social experience of HIV testing and diagnosis in Guyana, I utilized what Kuzel 
(1992) calls a “critical case” sampling methodology. This strategy looks for sources of data that 
are particularly information-rich or enlightening, and permits logical generalization and 
maximum application of information to other cases. In other words, the investigator is looking 
for the particularly good story that illuminates the questions under study. 
Context and Access 
 In addition to an initial introductory visit to Guyana to attend a CDC training workshop in 
July 2004 (described in Chapter 3), I spent a total of six months in the field from February – July 
2005. Together, these visits are composed of two distinct phases of data collection and analysis. 
 In July 2004, I attended a Pepfar-funded HIV training workshop, recorded initial 
observations and impressions, formed relationships and solicited permissions for subsequent 
fieldwork, and conducted several key informant interviews. I began at this time to collect 
information on “universal templates” for HIV education and awareness that were just beginning 
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to appear throughout the local landscape, and which took the form of billboards, pamphlets, 
and posters. This initial visit allowed me to become more familiar with Guyanese culture, with 
which I had no previous experience.   
 Phase I of data collection occurred during the months of February-March 2005, and 
consisted mainly of ethnographic research around a new mobile HIV testing unit. During this 
period, I traveled to five of the 10 regions of Guyana with the mobile testing unit, which 
consisted of mostly rural and remote populations. Data collection was primarily based in 
observation of HIV counseling and testing sessions between the HIV workers and their clientele, 
but also included key informant interviews with the workers and local/regional government 
officials throughout Guyana. 
 Phase II occurred during the months of March-July 2005, and centered on a recently 
developed Prevention of Mother-to-Child Transmission of HIV (PMTCT) program in 
Georgetown, which is the political and economic capital of Guyana. During this phase, I 
conducted in-depth, ongoing interviews with both HIV-positive and HIV-negative women. I also 
conducted in-depth interviews with HIV workers in the PMTCT program, Guyanese government 
officials, and U.S. government workers during this phase.  
Participants  
My field research consisted of document analysis, observations, and interviews with a 
wide range of people that included patients, health care workers, and program administrators. I 
chose to focus on two separate U.S. Government/Pepfar-funded HIV prevention and treatment 
programs in Guyana: a USAID-funded PMTCT program that functioned primarily in antenatal 
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clinics in and around the capital of Georgetown, and a CDC-funded mobile HIV testing unit that 
serviced several regions in Guyana.  
Phase I: Mobile HIV Testing Unit  
 I chose the mobile testing van as a primary research site for several reasons. First, it was 
important to be able to link staff members’ experiences in training to their experiences in real 
settings. Second, being present in the mobile van during many hours-long drives between 
testing sites provided me the opportunity to engage in informal observations and interviews 
with the providers. Third, valuable data was gathered in the process of visiting a wide cross-
section of Guyanese communities ranging from urban to peri-urban to rural settings. I was able 
to examine the interactions between the providers and patients in these varied settings in 
order to provide a richer social context for interviews and observations.  
 I observed more than a hundred individual and group HIV pre-test counseling sessions, 
watched while finger-prick rapid HIV tests were performed on patients, and observed post-test 
counseling sessions for both HIV-positive and HIV-negative patients. I also conducted dozens of 
interviews with the counselors/testers and the administrator for the mobile testing team, as 
well as a member of USAID who was responsible for overseeing the funding of this program. 
Phase II: Georgetown Neighborhood Clinics 
 Phase II of fieldwork included in-depth, ethnographic interviews with 50 individuals, or 
“patients,” who received HIV tests. Many of these patients had already been received a positive 
HIV test, and the interviews that I conducted with them sought to illuminate the social 
experience of HIV testing, problems of stigma and discrimination following a positive HIV test, 
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and HIV treatment experiences. For two of these respondents, I also wrote case studies of their 
life histories, both of which can be found in Appendix C.  
Instrumentation and Procedures 
 I used interview guides to help frame my in-depth, ethnographic interviews with both 
patients and health-care providers during this study, which are included in Appendix A. The 
format of these interviews was generally semi-structured, so that I could ensure that I would 
have similar topics that I asked of each informant, which then enabled me to compare and 
contrast answers across themes.  
 One way to establish rapport with informants is to begin with a series of interview 
questions that are less intimate or personal, and are therefore easier to answer when the level 
of trust between interviewer-informant is not very high. Before the interview began, I would 
tell informants that I was interested in collecting their life histories, and encouraged them to be 
open and honest in their responses. I also reminded them that they could refuse to answer any 
questions, and it would not affect their reimbursement for the interview. When interviewing 
patients, both HIV-negative and HIV-positive, I generally began by collecting basic demographic 
information, such as age, race-ethnicity, marital status, parity, etc. The next set of questions 
usually revolved around life during early childhood; here, I attempted to get information about 
family of origin, family structure, religious beliefs, levels of poverty, schooling and education, 
and work. From there, I would segue into questions about the informant’s first romantic and 
sexual relationships, dating, courtship, etc. Later in the interview, or in a second interview 
whenever possible, I would collect histories from early adulthood to the present. These 
81 
 
questions often focused on relationships, social networks, sexuality, family, parenthood, and 
survival.  
 The next section of the interview focused on more HIV-specific questions. Here, my 
objectives were to (1) assess the extent to which patients had absorbed the HIV “facts” that 
were part of their clinical education sessions, and (2) hone in on their feelings about these facts, 
and how they did or did not fit into the patients’ everyday lives. For example, as I explore in 
Chapters 4 and 5, patients were almost universally able to respond that abstinence, monogamy, 
and wearing condoms were effective strategies for reducing risk for HIV transmission. However, 
analysis of their actual behaviors, beliefs, and practices revealed that most patients do not 
engage in these strategies. It was my aim to reflect on why they did not. 
 In my interviews with health care providers and HIV workers, I also used an interview 
guide to help frame my questions, which can be found in Appendix A. I asked questions related 
to educational and professional history, but also covered more personal topics related to family 
histories, religious beliefs, social class, and feelings about HIV-related stigma and 
discrimination. I also delved more specifically into questions about their HIV training, and asked 
them to describe any obstacles or difficulties in carrying out their work as HIV providers. 
Data Analysis 
 Agar (1986) details strategies for the textual analysis of field notes and interview 
transcripts, and suggests the “pencil and scissors” method for organizing and linking different 
pieces of information into a coherent whole. Because I had a huge amount of typed field 
observations and transcribed interview data gathered at different stages of the study, it was 
important to be able to “cut and paste” together different sections of transcripts and notes that 
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contained concurrent or relevant themes. These larger themes were then tested by re-engaging 
in fieldwork to look for “anti-coherence,” or data that did not “fit” into my existing framework. 
In this strategy, the analysis of field notes and other textual material informs the research 
process, and can stimulate a change in research strategies such as sampling, interview 
questions, and participant observation. Again, this ensures that the ethnographer has achieved 
“theoretical saturation.”       
 Strauss and Corbin (1998) describe specific ways in which interview transcripts and 
fieldnotes should be analyzed using a series of “coding” techniques. Coding is the process by 
which the researcher reads or scans written material and looks for emergent themes or 
anomalies. In “open coding,” the ethnographer scans written material to identify initial themes 
that emerge in the data. From this list of initial themes, analytic categories are created. Using 
these analytic categories, the researcher reviews the textual material again in a process of 
“focused coding.” In focused coding, the researcher makes comparisons between incidents and 
identifies consistencies and contradictions, then builds on the variations in an attempt to test 
theoretical assumptions. The researcher then uses information gained in this process to 
develop topics for inquiry in subsequent data collection.  
 Charmaz (2006) outlines a constructivist approach to coding and analyzing data that 
builds on Strauss and Corbin’s grounded theory. According to the author, when researchers 
engage in initial open or exploratory coding of their ethnographic data, they find it relatively 
simple to transition to “focused coding,” as discussed earlier. However, Charmaz suggests that 
the process of moving beyond these early analytic categories (i.e., “scaling up” to formulate 
more abstract theories based on the data) is often a difficult or unwieldy process for many 
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researchers. She offers a variation on Glaser’s (1978) strategies for engaging in a scaled-up 
formulation of theory using ethnographic data, including the following: 
1. The re-write method, in which theory is re-written to omit specifics that come from the 
original ethnographic data. 
2. Raise the level of conceptualization by comparing it to the data from other substantive 
theories. 
3. Analyze the theory by comparing it to other substantive theories in the area of study 
(Charmaz and Belgrave 2010). 
Qualitative Methods  
 The specific aims of this project were to describe how universal templates for VCT 
programs are promoted by international AIDS organizations to local organizations and clinics in 
Guyana; to investigate the ways in which local culture and sociopolitical structures shape the 
content and communication of HIV knowledge between patients and providers in community 
clinics engaged in the work of providing VCT; and to describe how VCT patients, in turn, 
demonstrate agency in reshaping these universal templates so that they make sense to them. 
To this end, I utilized a multi-tiered research design that allowed me to explore the shaping of 
information and messages at the macro-level, and the interpretation and re-shaping of that 
information by the intended audiences at the micro-level. I used a triangulated approach to 
data collection in order to produce a more accurate picture of what it means to “communicate 
AIDS” in Guyana, as well as to achieve theoretical saturation. Following is an overview and 





 Reflexivity is a process of personally and academically reflecting on lived experiences of 
the ethnographer in ways that reveal deep connections between the ethnographer and her 
subjects in the production of ethnography. Interest in reflexivity as a positive aspect of 
ethnography has emerged among anthropologists since the early 1970s in response to critiques 
within the discipline. Reflexivity in research and writing is the process by which the researcher 
identifies him/herself with a specific ideological and theoretical perspective. According to 
Salzman (2002), we collect better data by repositioning ourselves and being reflexive about our 
own actions, attitudes and experiences. To this end, we must describe our own positionality in 
terms of race, class, gender, and social positions when framing our research goals.  
In the process of conducting preliminary ethnographic reconnaissance for this study and 
creating a study design, I sought the active participation of several key informants in local 
administrative and clinical settings. These informants worked within the various organizations 
that were a part of this study, such as USAID, the CDC, Population Services International 
(mobile testing unit), and antenatal clinics providing PMTCT services. In my initial conversations 
with these informants, I was introduced as a “consultant” with the CDC and USAID who was 
collaborating on a qualitative research project designed to look at barriers to VCT 
implementation. Given the nature of funding pressures put on these local clinics, my affiliations 
with the CDC and USAID made it somewhat difficult to elicit frank discussions with these 
informants. After becoming a “fixture” at the CDC offices and in the local clinics for several 
months during Phases I and II of the research project, however, most of the staff members 
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became accustomed to my presence and began to discuss their viewpoints with me more 
openly.  
Because the CDC and USAID both provided funds specifically for HIV counseling and 
testing at the clinics, I was granted formal permission by the directors of the clinics to interview 
and observe the staff and patients there. While my affiliations with the CDC and USAID opened 
the doors to conducting formal, taped interviews with staff and patients at the clinics, the 
executive director there expressed concern that – as a white foreigner – I would have difficulty 
eliciting “truthful” responses from these informants. While this was probably true in a few 
circumstances, I actually found that my “outsider” status had the opposite effect, and people 
opened up to me in interviews more easily that I originally anticipated. Indeed, Lofland and 
Lofland (1995) have noted that informants are more likely to trust “outsiders” who have no 
other connections to their communities and will thus be more likely to uphold confidentiality. 
Throughout the research process, I actively engaged informants through ongoing dialogue, 
negotiation, and consensus in order to identify what they saw as important issues. This had a 
positive effect generally, and I found that I was able to establish rapport with most informants 
by using this approach consistently.  
Writing Field Notes 
 Emerson et al (1995) describe ethnography as a highly interpretive activity, and warn 
ethnographers against over-determining connections when conducting data analysis, and 
suggest that making experiences fit the formal demands of a story falsifies them. Similarly, 
Richardson (1994) says that writing itself is an analytic process, since it is a way for the 
researcher to engage with both him/herself and the data in a reflexive process. In the act of 
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writing, the researcher “makes sense” of things by selecting, highlighting, and ordering details, 
and reflects on how data are presented.  
 Because my research design takes a multi-level approach, I chose to utilize Agar’s 
typology of field notes, which include:   
(1) Jottings, which are informal descriptive notes that are written quickly and discreetly while 
conducting participant observation, and sometimes during an interview that is being tape-
recorded. They are usually used to aid the ethnographer in remembering descriptive details 
in a setting (help to recover “headnotes”) and are best used in settings where it might be 
inappropriate to take notes openly. 
(2) Field notes, which are more formal descriptive or methodological notes. “Jottings” and 
“asides” are used to aid the ethnographer in constructing detailed field notes, that include 
“thick descriptions” of a particular setting, its inhabitants, the interactions between 
individuals, events, interactions between the ethnographer and other individuals 
(sometimes called “informal interviews”) and anything else that is observed. It is important 
to write up your field notes as soon as possible after returning from an interview or 
participant observation, since recall and memory are known to fade quickly.  
(3) Personal diaries, which allow the ethnographer to “vent” about personal irritations, joys, 
personal problems, etc. that will likely occur frequently throughout the research process. 
Because these notes are highly personal and emotive, the ethnographer would not 
necessarily want to include them as part of formal field notes. However, they are important 
in the reflexive writing process that should be a part of the final ethnography. 
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(4) Memos, which are analytic notes that are constructed using field notes, jottings, and 
personal diaries. Memos are reflexive notes that allow the ethnographer to personally and 
academically reflect on research as it occurs. They are appropriate for identifying 
preliminary themes that emerge from field notes, and well as ideas for new directions in 
subsequent interviews or observation.  
I found this approach to writing field notes to be helpful in keeping track of the many and 
varied perspectives that I inevitably collected. 
Document Analysis 
This is a study about “universal templates” that are conceived of, created, and published 
by Western foreigners, then exported and communicated to local populations as part of a 
larger effort to educate about risk behavior that may lead to HIV/AIDS and to promote HIV 
testing. As such, it was important for me to conduct a thorough and critical review of the 
information and messages that are being funded and promoted by international agencies in 
Guyana. These “communications” usually take the form of billboards, posters, and pamphlets 
that blanket various indoor and outdoor spaces that might be frequented by persons engaging 
in risk behaviors. Once I collected and reviewed samples of templates – or messages – that 
were being used in certain settings, I was better able to formulate in-depth interview questions 
in later phases of research to illuminate the specific ways in which patients interpret and re-
shape these messages.  
I also reviewed training materials that were distributed to HIV workers during the 
workshop I attended during in the pilot phase of my research project. This allowed me to take a 
“long view” of the entire process of patient-provider interactions during HIV counseling and 
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testing sessions that I observed during Phase I of data collection. More specifically, I reviewed a 
manual for HIV counseling and testing that was written by a U.S. government agency, then used 
this information as a point of reference when I observed those same HIV workers in counseling 
sessions with their patients. This provided a specific point of reference from which to observe 
the differences between what is taught (templates) and what is used, reinterpreted, or 
disregarded in the field. 
During my fieldwork, I regularly read local newspapers to gauge the degree to which 
HIV/AIDS had become “news” for Guyanese people. Aside from the HIV/AIDS prevention events 
that were heavily promoted and publicized in these newspapers, I also found a number of 
reprinted speeches and opinion pieces regarding the HIV “problem,” usually written by 
Guyanese government officials. These articles provided some insight into the priorities and 
concerns of local politicians and administrators in Guyana, particularly with regard to HIV. They 
also sometimes served as conversation-starters for my interviews with public officials later on 
in the research project (Phases II and III). 
Participant Observation and Ethnographic Interviewing 
 Ethnographic research methods that include in-depth, open-ended interviews and 
participant observation have proven to be particularly useful in assessing to extent to which 
external factors affect the HIV counseling and testing process (see Boyd et al 1999; Djumalieva 
et al 2002; Parker & Ehrhardt 2001). In qualitative research, instruments are necessarily 
unstructured so as to increase validity and reduce bias in the data collection, and provide rich, 
detailed information for analysis. An interview guide (see Attachment B) served as a visual aid 
to me while conducting interviews, and included a set of categorized topics for inquiry. 
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Interviews with and observations of providers, staff, and patients at the mobile clinic and in 
stand-alone antenatal clinics throughout Guyana occurred during a six-month period. VCT 
services at both of these field research sites were relatively new at the time I began my 
fieldwork. I was therefore well positioned to conduct ethnographic research in a “naturally 
unfolding experiment” in which staff and clients were negotiating new HIV-related information 
and technology – some of which may have significant social impact. 
 Ethnographic methods have proven to be instrumental in contributing to the 
understanding of the dynamics between patients and providers, particularly as they are 
influenced by the cultural and structural systems in which they are situated. In Guyana, there is 
both extreme wealth and abject poverty, which results in segregation of the population along 
lines of race and class. This study uses a critical medical anthropology framework, which is 
necessary to understand the linkages between international AIDS organizations, local 
government policies, clinical training and environment, and local cultural norms that influence 
provider-patient interactions in a VCT clinic.  
 By interviewing staff members at CDC, USAID, and clinical sites, I attempted to locate 
the political tensions that influence VCT implementation and local “buy-in” in Guyana. I 
attended CDC-sponsored VCT trainings held for clinical staff. By observing these trainings and 
conducting a narrative analysis of training materials distributed at these workshops, I examined 
the production of “universal” HIV knowledge as it is communicated by international AIDS 
organizations to local providers. I also conducted observations of provider-patient interactions. 
These data provided me with insights into local cultural norms that influence provider-patient 
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interactions particularly with regard to VCT, and an understanding of the social meanings of HIV 
counseling and testing in Guyana.  
 I used a purposive sampling methodology to recruit patients for interviews at the 
antenatal clinics where PMTCT services were being offered. I received permission from the 
clinic’s Executive Director to spend three full days per week in the clinic to conduct 
observations and interviews over a four month period from February – May 2005. Part of this 
time was spent “hanging out” in the patient waiting room observing interactions between 
patients and other staff members, as well as soliciting interviews with patients. On the days 
that I arrived at the clinic to conduct interviews, I approached patients who were waiting for 
appointments in the waiting room. During this initial encounter, I introduced myself as an 
independent researcher who was interested in assessing patient services at the clinic. I also 
briefly described the age and time-commitment requirements, and incentives available in 
exchange for an interview. If interested, patients were asked to schedule an interview either 
immediately following their clinical appointments in a private room at the clinic, or at another 
convenient time.  
 The majority of these in-depth ethnographic interviews with patients took place in a 
private room in the clinic that had been designated for this purpose. In only five cases, I spoke 
with patients who preferred to be interviewed in their homes at a later date. After completing 
the informed consent form and receiving permission to tape-record the interview, I proceeded 
with the interview using an interview guide. Following the interview, referral information 
materials were given to the patient in the event that she had questions about HIV counseling 
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and testing. This referral information contained contact information for the clinic’s VCT 
coordinator. 
 I also sought follow-up interviews with some of the patients interviewed for this study. 
At the conclusion of each interview in the clinic setting, I asked whether the patient would be 
willing to be interviewed a second time, either at home or in some other convenient location. 
The purpose of the second interview was to follow up with both HIV-negative and HIV-positive 
patients on related topics such as disclosure of HIV status, risk reduction, and/or treatment 
experiences. In these follow-up interviews with clients, I reiterated questions about the HIV 
testing experience in order to see whether perspectives about testing changed over time. In 
total, I interviewed 50 patients, and 22 of these patients were interviewed more than once. 
Interviews were audio-recorded whenever possible, and the tapes transcribed verbatim. This 
allowed me to create written transcripts that were then used in textual analysis.  
Human Subjects Protections and Procedures 
 Participation in this research study was entirely voluntary, which I made clear to 
informants at the outset of each interview or observation. Prior to beginning Phase I and Phase 
II of this project, I obtained IRB approval from Columbia University’s Institutional Review Board. 
Following are more specific details regarding the procedures for protecting human subjects, 
including informed consent, compensation, and confidentiality. 
Informed Consent 
 I interviewed all the participants for the study. Prior to each interview, I obtained 
written and/or verbal informed consent from each participant. In the case of written informed 
consent, permission to tape-record the interviews was included in the consent form. I only used 
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consent forms that were approved by the Columbia University Institutional Review Board, the 
Directors of the CDC and USAID offices in Guyana, and the Executive Directors of each of the 
clinical sites. Consent forms are kept in a locked file cabinet in my home office. In the case of 
verbal informed consent, which applied to interviews I conducted with non-patients (including 
clinic staff and program officials), I hand-wrote or typed notes during the interview. 
Compensation and Incentives 
 Clinic staff members were not compensated for interviews; rather, their interviews 
occurred on-site at the hospital or clinic during working hours with the permission of the staff 
supervisor. Patients who chose to participate in the study received a monetary incentive of 
GY$500, which is the equivalent of about US$2.50. Each interview lasted approximately 60 – 90 
minutes. 
Confidentiality 
 Several measures were taken to ensure that all data collected remained confidential and 
private. First, paper copies of field notes, interview tapes, and interview transcripts were 
deposited in a locked file cabinet housed in the CDC offices while I was in Guyana, the key to 
which was only held by me. The CDC offices themselves are locked each night and a security 
guard is on duty 24 hours per day, seven days a week. All electronic files containing field notes, 
observations notes, and interview transcripts pertaining to research participants were coded 
with a unique identifier – no names are attached to these documents. In order to ensure that 
data are protected from theft or damage, these electronic files have been kept in an email 
archive to which only I have access from any remote location with internet access. I also 
maintain a separate electronic file that is password protected that links these unique identifier 
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codes to specific individuals. Any interim or final reports that I have generated as a result of this 
research study adhered to confidentiality rules, and no identifying names or descriptions are 











This chapter presents ethnographic data in two phases. Phase I includes findings from 
observations and interviews with HIV workers on a Pepfar-funded mobile HIV testing unit in 
Guyana. Phase II presents more formal ethnographic interview data with both HIV-positive and 
HIV-negative patients who participated in a Pepfar-funded Prevention of Mother-to-Child 
Transmission (PMTCT) program in Guyana.  
Presentation of Data 
 The Pepfar programs in Guyana serve as interesting case studies for illuminating what 
happens “on the ground” when universal templates for HIV/AIDS prevention, treatment, and 
care are implemented. Here I use a multi-tiered analytic framework (described more fully in 
Chapter 1) for looking at the specific programmatic templates from two different programs that 
were funded using Pepfar monies. The first section presents ethnographic data from a mobile 
HIV-counseling and testing unit that was administered by the Centers for Disease Control and 
Prevention (CDC). The second section takes a more in-depth look at a pilot Prevention of 
Mother-to-Child Transmission program that was administered primarily through the U.S. 
Agency for International Development office in Guyana (USAID-Guyana).  
 By presenting my fieldwork data in two parts, I aim to show how both American and 
Guyanese program personnel interpret and reshape these templates so that they “make sense” 
in the local context. In the following two sections, I describe the what and the who (the content 
and the actors) involved in the process of programmatic intervention at the governmental level. 
I also problematize the ways in which participants in local culture and sociopolitical structures 
shape the content and communication of HIV information between HIV workers and patients in 
community-based clinics providing VCT. Finally, I aim to describe how patients, in turn, 
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demonstrate agency in reshaping these universal templates so that they make sense in their 
own lives. 
Pepfar 
 Pepfar was first announced by President George W. Bush during his 2003 State of the 
Union Address. In May 2003, Congress enacted and the president signed the "U.S. Leadership 
Against AIDS, Tuberculosis and Malaria Act of 2003" (P.L. 108-25). The law authorized spending 
of up to $15 billion over 5 years and created the Office of the Global AIDS Coordinator (OGAC) 
to manage and coordinate U.S. Government-supported HIV/AIDS programs in developing 
countries. The law also mandated that the executive branch develop a "comprehensive, 
integrated, five-year strategy to combat HIV/AIDS that strengthens the capacity of the United 
States to be an effective leader in the international campaign against AIDS." (Pepfar) 
 Besides providing the general policy framework, the law outlines Pepfar funding 
priorities, including: 
1. 55 percent of funding for treatment of people with HIV/AIDS; 
2. 20 percent of funding for HIV prevention activities, of which 33 percent must be spent 
on abstinence-until-marriage programs; 
3. 15 percent of funding for palliative care of people with HIV/AIDS; and 
4. 10 percent of funding for support of orphans and vulnerable children (Pepfar 2008) 
 In its funded countries, Pepfar is administered by the U.S. ambassador who reports to 
the Office of the Global AIDS Coordinator (OGAC) and has the responsibility to sign-off on all 
planning and reporting documents submitted to OGAC. The day-to-day implementation and 
management of the programs, however, is conducted by the in-country staff of the U.S. 
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Government (USG) agencies, primarily USAID and the CDC. In some countries, these agencies 
collaborate with other USG institutions including the Department of Defense, the 
Department of Labor, the Peace Corps, and the US Embassy who all support programs among 
their respective constituencies. All USG agencies collaborate to plan programming at the 
beginning of each fiscal year (called a "Country Operational Plan"), and for periodic results 
reports to the Office of the Global AIDS Coordinator (OGAC). This cross-agency collaboration 
and unification is meant to capitalize on each institution’s comparative advantages and 
reduce duplication of services. 
 While USAID programs tend to be more community-based, CDC activities focus more on 
epidemiological surveillance, clinical support for interventions, and infrastructure 
improvements. In many countries, the CDC takes the lead on providing clinical training for 
health care providers, including the anti-retroviral (ARV) regimens and treatment of 
opportunistic infections. CDC supports the roll-out of clinical HIV testing, anti-retroviral 
treatment and prevention of mother-to-child transmission services, at times working with 
USAID partners to improve community outreach.  
Pepfar-Funded HIV Education Materials in Guyana 
 With funding from USAID and the CDC (through the Pepfar mechanism), in addition to 
funding from the United Nations, Guyana’s Ministry of Health launched an HIV prevention 
marketing campaign. The promotional materials came primarily in the form of brochures, 
posters, and billboards that were distributed throughout the country, and that focused mostly 
on the ABCs of HIV/AIDS prevention. A sampling of these materials can be found in Appendix B, 
organized according to theme (i.e., Abstinence, Monogamy, Wearing Condoms, Stigma, etc). 
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Phase I: New Start Mobile HIV Testing Unit  
For three days in July 2004, I attended a CDC-sponsored training for HIV workers being 
introduced to new rapid HIV testing technologies. Among the 30 attendees were two young 
Guyanese women who would become the HIV counselors and testers for the New Start Mobile 
HIV Testing Unit. The training took place in a classroom at the University of Guyana, the 
country’s only institution of higher education beyond secondary school.  
After talking to both CDC presenters and Guyanese HIV counselors, I understood that 
there were great expectations surrounding this newly developed rapid testing. The waiting time 
for HIV test results would be reduced from two weeks to about 30 minutes. In this half-hour, 
HIV counselors would be able to conduct pre-test counseling, test the patient for HIV using a 
finger-stick method in which a blood spot is pressed onto a card, wait for the results, and 
provide the results to the patient with another brief post-test counseling session. The hope was 
that by reducing these steps into a single, short session, more people would undergo HIV 
testing, and more people would receive their results.  
In a place such as Guyana, where rugged topography is coupled with poor 
infrastructure, follow-up to HIV testing had been limited to clinics whose clientele would make 
fairly regular visits. In Guyana, this has meant that all testing usually occurs in two places: 
antenatal care clinics, where pregnant and recent mothers made regular visits to obstetrics; 
and the single STD clinic, which was largely stigmatized as a destination for prostitutes and 
indigents. 
With the introduction of rapid testing, many governmental officials hoped that health 
workers headquartered in Georgetown would be able to more easily infiltrate hard-to-reach 
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populations for large-scale counseling and testing. For instance, if a team of HIV workers 
traveled for three days by dirt road through the Amazon forest to reach an isolated village in 
the mountains near mining camps, they would be able to spend three days counseling and 
testing a sizeable proportion of this village, at the same time giving clients their test results. In 
the case of HIV-positive test results, the HIV workers would be able to make on-the-spot 
referrals to treatment and care in Georgetown for the infected persons. 
The CDC brought trainers from its headquarters in Atlanta, Georgia to conduct the 
training for approximately 30 Guyanese health care workers. The trainers used materials such 
as manuals, videotapes, and pamphlets that had been developed in the United States. 
Following is a sampling of observations made over this three-day period:   
 The CDC trainers repeated many times that rapid test kits were to be refrigerated to 
maintain a certain temperature at all times. Several participants voiced concern that this 
might be impossible, since (a) Guyana experiences daily power outages, making 
consistent refrigeration a problem, and (b) some of the participants work with 
populations in the jungles of the “interior” of Guyana where two or three-day treks 
inland make refrigeration impossible. The trainers’ responses were to “figure out what’s 
best for your site’s unique situation.” This elicited a lively discussion among participants  
which was cut short by the person running the training. 
 Several trainees raised concerns over the issue of confidentiality, since the majority of 
Guyanese people live in very small towns and villages. The CDC trainers were operating 
on the assumption that confidentiality is simply a procedural issue that could be 
maintained using private testing areas and code numbers in lieu of patients’ names. The 
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participants approached confidentiality as being vulnerable to gossip, rumor, and the 
inevitable situation where health care workers conducting HIV tests are neighbors, 
friends, and relatives of those receiving the HIV tests. The CDC trainers responded that it 
is important to “contain gossip” because “gossip can destroy a VCT program.” The 
operationalization of maintaining confidentiality was not discussed further. 
 The organizers of the training (American CDC officials and the Guyana Minister of 
Health) gave speeches about rapid testing and VCT offering “new hope” to Guyanese 
people, because (in the words of the Minister of Health, “to know your HIV status is to 
be able to control your own behavior.” Interestingly, treatment for people who tested 
HIV positive in Guyana was guaranteed due to a shortage of ARVs there. This meant that 
the focus on testing was purely for purposes of changing one’s “risk” behavior, not on 
receiving early treatment which could extend a person’s life. 
 These observations provided me with my first glimpse into the disconnect that existed 
between the universal templates for carrying out HIV programs and the realities that prevent 
HIV workers from doing so. After the training ended, I spent the next few months making 
arrangements to conduct a more formal ethnographic study of the mobile HIV testing unit in 
Guyana, which was spearheaded by a U.S.-based health services organization called Population 
Services International (PSI). This information would provide me with more in-depth 
observational data about how the HIV workers from the CDC training actually operationalized 
the templates for HIV counseling and testing in the field.  
 PSI is a non-governmental organization (NGO) with headquarters in Washington, DC, 
and was founded in 1970 with a mission to provide reproductive health services globally. In the 
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1980s-1990s, PSI expanded its scope to include a variety of health issues affecting maternal and 
child health, including HIV/AIDS. One of PSI’s stated objectives is to use social marketing and 
health communications strategies to improve the health of the global poor. Its website states a 
belief that, “Social marketing engages private sector resources and uses private sector 
techniques to encourage healthy behavior and make markets work for the poor” 
(http://www.psi.org/about-psi/mission).  
 PSI first received funding to conduct work in Guyana in 2004, when the CDC contracted 
with them to conduct social marketing campaigns in Guyana, particularly with regard to the 
“ABCs of HIV prevention.” At the time, the majority of the billboards, posters, TV ads, and 
pamphlets developed by PSI for Guyana included messages about abstinence, monogamous 
sexual relationships, condom use, and HIV testing. Examples of these marketing materials and 
messages are included later in this section. In August 2004, two months before I began my 
observations of the mobile testing unit, PSI became the first organization to administer VCT 
using rapid testing in Guyana. One of these “sites” was the mobile unit (called New Start), 
which serviced all 10 regions of the country. By the time I arrived to conduct more substantive 
fieldwork in February 2005, PSI’s mobile unit had already completed visits to five of the 10 
regions, with plans to visit the remaining five regions by March of that year. The following 







Figure 4: Flow of Funding for Mobile HIV Testing Unit in Guyana 
  
   
One of my objectives during this period of participant observation was to get a better 
sense of the overall procedures involved in mobile HIV testing. I wanted to investigate how the 
Regional Health Officers (members of the Guyanese government) and community clinical staff 
were involved. I also wanted to explore some of the challenges of introducing HIV testing, 
which is highly stigmatized, to different Guyanese communities. Another objective during this 
period was to observe how the staff members incorporated the required “templates” of 
educational and risk assessment materials into their counseling and testing sessions with 
patients. In the sections below, I describe my observations of several HIV counseling sessions, 
including the informational content and reactions of patients participating in these sessions.  
HIV Workers in Guyana: Mobile Testing Unit 
When I began my study of the New Start Mobile HIV Testing Unit, Charles Peterson was 
the Director, and Althea Thomas was the primary trainer and tester for the mobile unit. Both 
Charles and Althea eventually became key informants for this portion of my field research. 
Below are in-depth descriptions of my impressions and interactions with Charles and Althea, 
which provided me with much-needed insight into the inner workings of a Pepfar-funded HIV 
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prevention and testing program in Guyana. These observations and informal interviews also 
gave me my first glimpses of the how HIV workers themselves interpret and communicate 
universal templates used for HIV education and counseling that are required of them by Pepfar.    
Charles Peterson, Director of New Start Mobile HIV Testing Unit 
At the time that I met him in 2005, Charles was a 40-year-old American who had 
recently completed two years as a Peace Corps volunteer in Guyana, and who had decided to 
continue to live and work there after becoming engaged to a Guyanese woman. I was able to 
observe Charles’ work both as an HIV counselor and supervisor of the other counselors at PSI. 
He was eager to share information with me about his experiences as both a member of the 
Peace Corps and as an HIV professional living in Guyana. He also provided a somewhat unique 
perspective of being a “privileged American” who rarely spent time with other Americans living 
in Guyana. Charles also attributed his no-nonsense, results-oriented view of his job with the 
New Start mobile testing unit to his experience as a veteran of the U.S. Army. 
 In his role with the New Start mobile testing unit in Guyana, Charles was responsible for 
recruiting, hiring, and training HIV counselors and testers. Discussions with Charles about this 
process revealed his preference for hiring counselors who are “under the age of 30.” In his 
experience, Charles believed that older counselors tended to reveal more of their own 
prejudices and biases to clients when discussing sensitive topics such as sexual behavior and 
drug use. He also told me that older counselors are more apt to gossip about the information 
revealed in client sessions, which would severely compromise the confidentiality aspect of 
counseling as well as the reputation of his counseling program. As evidence to this point, he 
described nurses openly pointing out newly HIV-positive patients in the waiting rooms of clinics 
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for their colleagues. This sentiment was reiterated in a separate conversation with a US 
contractor who has been training Guyanese nurses to become HIV counselors in PMTCT 
settings. In the last six months, this contractor has become increasingly frustrated in working 
with older nurses who seem less open to frank discussions about sexuality and HIV risk with 
clients. Charles revealed to me that rapid testing technologies have made it possible to exclude 
or circumvent older nurses from the VCT process and hire non-clinical younger people who are 
more “open” to new models of client interaction. Charles also believed that rapid testing has 
made it possible to ensure that the pre-and post-test counselor is the same person, which he 
viewed as being very important to make clients more comfortable with the VCT process. 
 With regard to ethnicity, Charles revealed that he purposely keeps both Indo- and Afro-
Guyanese counselors on staff, but says he does not believe that Guyanese people have a 
preference to be counseled by persons of their same ethnicity. The HIV counselors confirmed 
this statement, saying that when it comes to establishing rapport with clients, ethnicity is the 
least important factor. This differs from something Charles had told me in an earlier 
conversation, in which he said that racism is “rampant” in Guyana, both at the 
institutional/political level and in rural towns and neighborhoods which are usually segregated 
among Indo-Guyanese and Afro-Guyanese.  
 According to Charles, the Minister of Health is more powerful than the President in 
Guyana, because he controls most of the foreign aid. Since 2003, an increasing number of 
external funders have contributed to various health-related problems in Guyana, including 
HIV/AIDS, tuberculosis, and malaria. As a result, the Ministry of Health accounts for the largest 
source of international income and budgetary spending in the Guyanese government. Later, 
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Charles told me that the US Ambassador and the Director of USAID Guyana are more powerful 
than any Guyanese politicians for the same reason. When I asked him whether he thought this 
imbalance of power between the Guyanese government and the U.S government might 
negatively affect HIV/AIDS programs in Guyana, Charles responded that he believed “any 
money is good money” as long as it contributes to the Guyanese people. (Field notes, February 
14, 2005).  
Althea Thomas, HIV Counselor and Tester for New Start Mobile HIV Testing Unit 
I had previously met Althea Thomas at the CDC rapid test training in Georgetown in July 
2004. I found her to be warm and friendly, with an infectious laugh and a no-nonsense attitude 
that was typical of many Guyanese women I met during my fieldwork. Even as a relatively 
young employee (she was only 24 years old at the time), Althea struck me as being 
extraordinarily ambitious and organized, at times barking orders to her team like a drill 
sergeant. Early on in our relationship, she expressed to me multiple times how very dedicated 
she was to the cause of HIV counseling and testing, having had her own personal experiences 
with the disease. As an adolescent, Althea was raised primarily by her father after her mother 
emigrated to New York when she was 12 years old. Althea was also a primary caregiver to her 
younger siblings, and now helped to support the family with her relatively good salary of US$30 
per month as an HIV counselor. After spending time together while on assignment with the 
mobile testing unit, Althea revealed to me that her father had tested positive for HIV a year 
earlier, and she was intent on becoming a better advocate of HIV prevention for Guyanese 
people. She was also engaged to be married, to a young man her age who worked as a laborer 
in a mining camp. 
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My friendship with Althea was borne of many, many hours spent on the road in relative 
boredom. On our long drives to rural outposts of Guyana to make site visits with the mobile HIV 
team, we spent hours chatting alone in the back of the brand-new Toyota SUV while the driver 
navigated through treacherous terrain to reach our final destination. On several of these site 
visits, we were required to spend several nights in the town or village at a local motel, giving us 
even more time to get to know each other. This time together not only formed the basis of a 
friendship, but provided me with a real insight into Guyanese culture and politics I might not 
have gotten otherwise. Over a period of several months, I began to understand that Althea’s 
professional goals as an HIV counselor were tightly intertwined with her personal life. In other 
words, her “real life” roles of caretaker, daughter, breadwinner, and fiancée consistently 
mirrored those stories of the patients who she counseled about HIV risk and testing every day 
at work. (Field notes, February and March 2005) 
Site Visits with the New Start Mobile HIV Testing Unit 
During the two months of February and March 2005, I accompanied the mobile HIV 
testing unit on three site visits in Guyana. The three visits each provided me with valuable 
information about the specific obstacles that the unit and its HIV workers faced when they 
attempted to scale up HIV testing for the first time in three distinct regions of the country. The 
first site visit, in the rural savannah town of Lethem, was organized by the mobile testing team 
to meet with the local clinicians in an effort to plan a VCT session later in the month. The 
second site visit, to the rural jungle village of Mabaruma, included both a meeting with the local 
Guyanese government health officer and a series of VCT sessions with residents of the 
community. The third site visit, which occurred in the urban capital of Georgetown on a 
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university campus, included both individual and group VCT sessions. Following are descriptions 
of each of the site visits, including discussion about relevant information gleaned from each. 
Table 4 below provides information about the locations, dates, and the number of VCT 
observations conducted as part of field research during these site visits. 
Table 4. Number of VCT Observations, by Region  
Region 
Number 
Name of Village, Town, or City Dates of Site 
Visits 
# of VCT 
Observations 
1 Mabaruma 3/23-3/25/05 48 
4 Georgetown (University of Guyana) 3/19-3/21/05 32 
9 Lethem 2/14-2/15/05 22 
Total   102 
 
Site Visit #1: Lethem 
 My first trip with PSI’s mobile testing unit is to Lethem, a sleepy town on the savannahs 
of southern Guyana near the Brazilian border. Althea and another PSI employee – Nazim 
Hussein, Director of Social Marketing – invited me to accompany them on this trip, where they 
had plans to conduct a needs assessment for marketing PSI’s HIV testing services. 
 The trip begins on a Friday morning in mid-February 2005, when I was picked up at my 
house and driven to the airport. After checking in (including a weigh-in for passengers to board 
this tiny, six-person bush plane) we boarded the flight. The journey lasted about two hours, and 
when I could finally bring myself to peer out the window of the plane, I was greeted with a 
seemingly endless quilt of trees occasionally cut through with swaths of rust-colored rivers. 
After crossing over the Amazon Rainforest, we landed on a simple dirt landing strip in the 
middle of a brown, treeless plain that stretched for hundreds of miles in every direction.  
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 Lethem and the surrounding areas are quite distinctive in landscape and culture from 
the northern parts of Guyana. The region resembles rural Texas in its sweeping vistas free of 
trees or buildings, its intense heat, and its slow pace of life. The airstrip is centrally located, and 
there are several vendors and restaurants at the crossroads of the small town. One of the red 
dirt roads passes through an area which contains all of the town’s institutions – post office, 
hospital, market, and the primary and nursery schools. This road eventually leads to another 
road which contains two guest houses. One of these is the Savannah Inn where we stayed the 
night. 
Figure 5. The road leading into Lethem, Guyana 
   




 The population of Lethem is very different from that of Georgetown. The town’s 
population is composed mostly of Amerindian people who either “live off the land” or engage 
in manual labor for local businesses, and Brazilians, who run small businesses selling clothing or 
serving food. Indo-Guyanese hold most of the political positions in Lethem. There are very few 
Afro-Guyanese in the town. 
 On Friday afternoon, we went to the Lethem Regional Hospital so Althea could meet 
with key personnel there, explain to them about VCT and rapid testing, and propose a plan to 
come back and conduct these services. There we met a Cuba doctor who introduced himself as 
the doctor in charge of the hospital, which apparently is common in Guyana’s more rural 
regions. In the 1980s, Guyana’s government made a mutually beneficial agreement with the 
Cuban government whereby Cuban medical school graduates would complete their residency 
training in Guyana, which has a severe shortage of medical doctors and nurses. This shortage is 
primarily caused by outmigration of its medical and nursing school graduates, sometimes called 
a “brain drain.” That is, Guyanese doctors and nurses who receive medical education and 
training in their country are very often lured to the United States, Canada, England, or other 
Caribbean nations where there are also nursing and health aide shortages, but which can 
provide opportunities for much higher salaries and legal emigration from Guyana. Legal 
emigration itself is desirable for many Guyanese who have goals of bringing their families with 
them permanently. 
 The Cuban doctor ushered us into a room to meet with a local Amerindian man, who is 
employed at the hospital as a medic, which is roughly equivalent to a nurse or nurse 
practitioner. He was very subdued and quiet, but attentive, as Althea spent about 15 minutes 
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describing PSI’s HIV materials and testing services to him. During her talk, Althea mentioned 
that New Start would like to come to the hospital at a later date to conduct VCT, and that they 
would ideally like to be provided with two rooms for several days: one for counseling, and 
another for testing. Failing this, she explained, the staff would use any room and bring their 
own curtains to create temporary privacy barriers. Althea and Nazim had earlier explained to 
me that they use as few of the site’s resources (human or material) as possible, thus achieving 
almost complete self-sufficient as a mobile HIV testing unit. The only help they require is for 
distribution of promotional materials among potential HIV testing patients prior to the planned 
site visit. According to Nazim, PSI’s marketing materials contain specific HIV prevention 
messages that were developed by Pepfar, produced by PSI in Guyana, then approved by Pepfar 
for distribution in Guyana. The messaging of these materials, of course, was consistent with the 
“ABCs for HIV Prevention” that had officially been adopted by the Bush Administration in 2003.  
 Back in the meeting, the medic asked Althea what happens when someone tests 
positive for HIV in Lethem, since there are no HIV treatment clinics anywhere in the remote 
region. To this, Althea responded, “We have a really good referral system. We give a list of 
places to go for treatment, and they can choose where to go.” When I ask her about this later, 
Althea mentioned that this “treatment referral” system is what she feels worst about in her job. 
The places to go for HIV treatment are almost exclusively in Georgetown, the expense and 
extensive travel time making it virtually impossible for patients in remote locales to access 
treatment or regular care. When I later asked the medic how the lack of local treatment options 
might affect residents of Lethem who receive a positive HIV test, he replied, “Some people 
want to know their status so they can change their behavior. They know it’s very important.” 
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 A laboratory technician, Sandra, entered the room at some point during the meeting 
with the medic, expressing to Althea and Nazim some anger over AIDS funding that she feels is 
not being fairly distributed to health centers in Guyana. Sandra argues that the “chairman” of 
Guyana holds all AIDS funds and will not release them to clinics to use at their own discretion. 
She says that a PMTCT program was supposed to have come to Lethem’s clinic months earlier, 
and it still has not arrived, despite the fact that they have received many of the related 
materials for education and promotion of PMTCT among pregnant patients at the clinic. 
 Sandra, however, seems welcoming to the PSI mobile testing unit, and asks Althea 
where they would like to set up on their next trip to Lethem. Althea replies that the most 
advantageous place to operate would be a private place with a lot of “foot traffic,” so as to 
reduce stigma for those people who seek HIV testing. Sandra responds, “But here in Lethem, 
you can’t lose stigma.” She points out to Althea that when PSI arrives to conduct HIV testing, 
everyone in the small town of Lethem will know exactly why they are there and will be looking 
to see who goes in and out of the building, causing speculation.  
 Nazim asks whether there is local TV here in Lethem, since part of PSI’s marketing 
strategy for HIV testing throughout Guyana is to advertise through television commercials. 
Sandra says there are not, that most information is passed around Lethem and the surrounding 
area by word of mouth. It is decided that the PSI mobile unit will return a month later for a local 
festival, called “Rupinuni Day,” since the team can secure a private booth free of charge, and 
will have a lot of people passing through who may consider getting a rapid HIV test. 
 After the hospital visit, I spent a few hours with Nazim and Althea back at our inn, where 
we had long conversations about US and Guyanese politics, culture, and HIV. Nazim was 
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frustrated by what he sees as USAID usurping the identities of smaller grassroots organizations. 
Interestingly, he includes PSI in the latter category, saying that he think the U.S. donors are 
“obsessed with getting credit” for all programs and activities they fund in Guyana. Nazim thinks 
that this is manifested in the way that USAID and the CDC require that their names and official 
logos be imprinted on all materials, displayed and mentioned at every event, even printed on 
the side of contractor’s official vehicles, including the mobile testing van. Nazim is the Director 
of Marketing for PSI, so is responsible for all press releases for the organization. During our 
conversation, he complains that he spends most of his time, energy, and focus worrying about 
whether he remembered to give proper credit in his last press release or made any erroneous 
statements. He says the worry keeps him awake at night, since it has been made clear to him 
that they will “have his head” and he will lose his job if he fails to give credit appropriately. He 
says this constant attention to “giving credit” to Pepfar and U.S. government donors is a waste 
of time and money that is better spent on local salaries and prevention efforts.  
 Althea adds that – as a counselor and tester – she gets very frustrated with the amount 
of paperwork required by Pepfar. She explains that she feels overwhelmed by the number of 
forms she must complete each day, which include consent forms, pre-test counseling forms, 
testing forms, and post-test counseling forms. She feels that it is prohibiting her ability to do 
VCT, since it requires so much time. She attributes the large amount of paperwork to USAID’s 
rules and regulations. 
 Nazim tells me that when his staff distributes condoms to the public, they charge a 
nominal fee for condoms (G$200 or US$1 for 3 condoms). He says this is because, in Guyanese 
culture, people are suspect of items they get for free – in other words, they do not feel that 
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their quality is as good as those condoms they might pay for in a pharmacy or store. He 
emphasizes again that they only charge money for the condoms for this reason, not to recoup 
any of the cost. In turn, USAID requires that the staff distributing condoms on the street must 
keep a written record of how many condoms they sell and the amount of money collected. 
Nazim says this adds yet another burden to his staff who are already constrained by so many 
other factors while conducting outreach in the streets. He is frustrated because he sees this as 
more “paperwork” that has no purpose. 
 This first site visit with the mobile testing unite was an important step in the fieldwork 
process, since it provided me with insight about some of the resentment that exists among 
Pepfar-funded HIV workers in Guyana. It also lent me some perspective about the specific kinds 
of logistical constraints felt by these workers as they rapidly try to scale up HIV testing as per 
Pepfar’s requirements, such as parameters around funding, the burden of completing 
paperwork, and – perhaps most importantly – the lack of available ARV treatments for persons 
that are diagnosed as HIV-positive in remote regions of Guyana. 
Site Visit #2: Mabaruma  
My next trip with the mobile HIV testing unit in March 2005 was to a tiny, rural village 
called Mabaruma, located in the middle of the Amazon Rainforest. Our journey to Mabaruma 
involved another ride in a tiny six-person bush plane, which landed on a small dirt clearing in 
the middle of the dense green jungle. Upon our arrival, I went with Althea and Renata (another 
New Start HIV counselor, aged 19) to meet with the Regional Health Officer (RHO) for the 
region. He wanted to discuss some of his concerns with the testing team before they launch 
their first VCT session in the hospital that afternoon.  
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Figure 7. Mabaruma Regional Hospital 
 
 We made our way to the RHOs office, located in a simple wooden building near the 
center of the village. The RHO ushered us into his office, and said that he first wanted to make 
sure that PSI targets the broader populations around Mabaruma, and not limit itself to those 
who happen to reside in the village. He explained that there was a mining camp in the near 
vicinity, and suggested that the miners and sex workers in that camp be approached for testing. 
Secondly, he voiced his immediate concerns about the lack of confidentiality in this small, 
insular community, and what that might mean for residents who might test positive for HIV. 
Third, the RHO said that there are a lot of different health programs servicing the area, and 
requested that PSI work closely with the Ministry of Health in Georgetown to reduce the 
number of duplicate services coming to serve the population of Mabaruma. Lastly, he says that 
he is worried that the HIV mobile testing team will find HIV-positive individuals in this small 
town and then leave without being able to follow up with counseling and treatment.  
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 Althea simply responds to the issue of confidentiality, saying that, because the mobile 
testing team is comprised of “strangers” from Georgetown, people will be less likely to fear 
accidental disclosure of their test results. The RHO responds by saying that he would prefer if 
the mobile testing team would train HIV counselors and testers that would be more permanent 
fixtures in the community, who would be able to provide longer-term counseling and treatment 
for HIV-positive patients in the area.  
 This second site visit with the mobile testing team lent some additional insight into the 
problems of scaling up HIV testing in small, rural communities in Guyana. Confidentiality and 
nondisclosure of patients’ HIV test results – the standard protocol for all of Pepfar’s VCT 
programs – are not always possible, even with adequate training of HIV counselors and testers. 
The concerns expressed by the Regional Health Officer in Mabaruma with regard to lack of ARV 
treatments available in this remote area of Guyana, while acknowledged by the mobile testing 
team, were not adequately addressed before the team returned to the community for several 
days of HIV counseling and testing. Offering widespread HIV counseling and testing without the 
opportunity to receive treatment for an HIV-positive diagnosis (or even follow-up care visits 
with a trained HIV specialist) brings up serious ethical problems.  Finally, while the mobile team 
had instructions to test the “general population” in this region, they inadvertently excluded the 
most high risk subset of that population – the nearby migrant worker camps and commercial 
sex workers that regularly visited them.  
Site Visit #3: University of Guyana, Georgetown 
 In March 2005, I accompanied the mobile testing unit on a three-day VCT session at the 
University of Guyana (UG), located in the city limits of Georgetown. UG is Guyana’s only 
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institution of higher learning, and as such, its students are more financially well off than most of 
the population – though by no means well off compared to the Guyana’s elite class, who send 
their children to University abroad in the U.S., Canada, or the United Kingdom.  
Figure 8. University of Guyana, in Georgetown 
 
 
One major objective during this site visit was to observe how the HIV workers on the 
mobile HIV testing unit incorporated the required “templates” of educational and risk 
assessment materials into their counseling and testing sessions with patients. In the paragraphs 
below, I describe my observations of several HIV counseling sessions, including the 
informational content and reactions of patients participating in these sessions.  
 This third site visit differs from the first two for a few reasons. First, the University of 
Guyana is located in the urban epicenter and capital city of Georgetown, which also has the 
highest HIV prevalence rates in Guyana. Second, the clientele for this particular set of VCT 
sessions is young (average ages of students at UG are 16-24), making this a high-risk 
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demographic; however, UG students represent a higher socioeconomic bracket than average 
(and therefore a lower-risk demographic), since higher education is generally considered a 
luxury in Guyana. Finally, these VCT sessions are offered to both groups and individuals (one-
on-one), which allowed me to really pay more attention to the HIV education portion of the 
VCT program. Following are descriptions of the HIV education templates that were produced by 
Pepfar ads communicated by the HIV counselors in these VCT sessions, as well as some 
observations about how patients interpret these HIV messages. 
Structure of HIV Counseling Sessions 
Originally, I had planned to conduct interviews with patients while they waited to be 
counseled and tested for HIV. In these interviews, I would have asked questions about risk, 
preferences for VCT venues and formats, etc. Upon beginning the study, however, I found that 
the mobile testing model is not very conducive to this mode of data collection. Instead, I chose 
to speak informally with patients in the waiting room, and conduct observations of the VCT pre- 
and post-test counseling sessions, as well as the testing itself. During these sessions, I was able 
to observe the dynamics between the HIV counselor and the patient, and to see first-hand how 
patients interpreted the messages that were being imparted to them by the counselor. The pre-
test counseling sessions consisted of three parts: (1) general HIV/AIDS education, often done in 
groups (2) individual risk assessment for HIV and (3) detailed description of the HIV test 
process, including what it means to get a positive or negative result. The post-test counseling 
session is usually much briefer, consisting of (1) delivery of results (2) interactive discussion of 
what a positive or negative result means (3) reiteration of safe sex practices and (4) if a result is 
positive, referral information given to the patient. 
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General HIV/AIDS Education: The Communication of HIV “Facts” 
Differences Between HIV and AIDS 
Early on Day 1 of the site visit at University of Guyana, HIV counselor Althea begins a 
pre-test counseling and education session with a 45-year-old Afro-Guyanese woman. Althea 
begins by asking her, “What do you know about HIV?” The woman responds, “It is sexually 
transmitted, there’s no cure, and it’s a killer.” Althea’s response is interesting to me: “One thing 
we are all sure of is we all going to die, right?” In talking about the differences between HIV and 
AIDS, Althea says, “HIV is the virus, AIDS is the disease. With HIV you don’t need treatment right 
away, because your immune system is still strong and healthy.” Here she uses an analogy: “If I 
offered you two painkillers right now, would you take them? Same with HIV. Not saying that 
you have to wait to get sick to get treatment, but you don’t need it right away.” 
Later on Day 1, HIV counselor Sheldon delivers education to a group of seven university 
students who arrived together. Sheldon similarly places a lot of emphasis on the difference 
between HIV and AIDS, stressing that people do not die from HIV, but rather from AIDS-related 
illnesses. Sheldon also compares HIV infection to diabetes, in that it is a chronic illness to be 
managed over the long term. There is a strong reaction from the group of patients, and one 
young man is particularly vocal in challenging Sheldon’s equating HIV to diabetes. Charles steps 
in to say that “both diseases require you to take care of yourself to live longer.” The same client 
replies, “But your mind thinks differently when you have HIV.” Charles counters, saying that he 
has seen HIV-positive people who are more “at peace” because they “appreciate life more” 
knowing that their time is limited. 
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 This verbal exchange brings up a couple of interesting notes that I decide to explore 
further in my in-depth interviews with women in Phase II. First, we see here the framing of HIV 
as a chronic, manageable illness, much as it occurs today in the U.S. The use of U.S.-developed 
“universal templates” to describe the experience of being HIV-positive strikes me as invalid in 
Guyana, where nutrition rates are much lower, and ARV medications are still not widely 
available to HIV-positive persons. In a later conversation with Sheldon, he tells me that framing 
HIV as a chronic disease might encourage people to be tested. However, it is possible that 
describing HIV as a chronic, manageable disease to Guyanese patients does present a sort of 
mis-truth to them. The second problem with comparing HIV to diabetes is that it ignores the 
social stigma associated with HIV, as pointed out by the client who says that “your mind thinks 
differently when you have HIV” than it does when you have other diseases. I understand why 
this comparison is made – it is an attempt to de-stigmatize HIV. However, it is possible that 
Guyanese people will reject this notion, further adding to fears and resistance to HIV testing in 
general. 
One focus of the educational portion of pre-test counseling is the clinical difference 
between HIV and AIDS. One placard that is used to educate clients simply reads “HIV≠ AIDS,” 
which continually confuses many clients. I observe one patient ask HIV counselor Sheldon 
whether the HIV test shows if someone has AIDS, to which Sheldon responds “No. The test only 
shows if you have HIV.” The oft-repeated phrase by counselors to their clients during this site 
visit is “No one dies from HIV. You only die from AIDS.” Once again, we have the framing of HIV 





As a young man walks into Althea’s temporary office for a pre-test counseling session, 
she asks him, “Tell me why you’re here.” He replies that he hasn’t had sex before, and is 
thinking of having sex in the future. He says he is curious about the HIV test and wants to 
receive education about it. Althea asks him if he has received a blood transfusion, to which the 
young man replies no. Althea tells him that he is not considered “at risk” for HIV infection, so 
won’t be administering an HIV test to him, but will tell him more about HIV transmission. This is 
surprising to me, considering all of the alternative possibilities surrounding this young man’s 
response, and several questions immediately come to my mind: What if the young man is not 
being truthful about being a virgin? What if he is a victim of rape or incest and doesn’t consider 
that “sex”? What if he has engaged in oral sex? Why not just administer the test if he wants it? 
In a follow-up conversation with Althea, I ask her how she determines who gets an HIV test. She 
replies that she always asks clients why they are here to determine the risk level. It is PSI’s 
policy not to test self-identified virgins who have also not had blood transfusions. 
 Althea moves into the risk assessment portion of her pre-test counseling session, asking 
the young man a series of questions meant to reveal the degree to which he has engaged in 
risky behavior that might have exposed him to HIV infection. These questions are about blood 
transfusions, age at first sexual experience, his history of sexually transmitted infections, 
whether he has paid for sex or had oral sex, if he has used condoms every time he has engaged 
in sex, and whether he has a current sexual partner.  
Some of these questions are not surprising to me, but others reveal interesting data 
points about the nature of blood transfusions, sex work, and oral sex. In the U.S., HIV 
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counselors do not generally ask about blood transfusions in risk assessments, since it is 
assumed that the blood supply in this country is screened and therefore devoid of risk for HIV 
transmission. In Guyana, as I soon discover, this is not the case. In fact, screening of blood 
donations is part of a strategy to reduce HIV transmission outlined by the Guyanese 
government. Second, while knowing whether a patient has paid for sex would help the 
counselor to assess his or her risk for HIV infection, it is questionable whether a patient would 
be honest in responding, since there is still much stigma around commercial sex work for both 
men and women in Guyana. Third, paying for sex with money might be a risk factor, but ignores 
other forms of sexual exchange which may not include actual money. In poverty-stricken places 
– including Guyana – informal sex exchanges for food or shelter is relatively common, 
particularly for younger women living in poverty who exchange sex with wealthier older men.  
Incest is also recognized as a common problem in Guyana, even including cases where a girl’s 
family sanctions or encourages her sexual relationship with an older male relative who may 
provide the family with money or shelter. An HIV counselor’s stand-alone risk assessment 
question asking “Have you ever paid for sex” ignores and obscures these other common types 
of sexual interactions. 
 The risk assessment question about oral sex causes me to ask more questions of Althea 
following the counseling session. Although it is increasing in popularity, according Althea it is 
not common practice in Guyana. Many Guyanese people believe that Brazilians “introduced” 
the practice of oral sex to Guyana, and thus it is practiced more commonly in the southern 
regions of Guyana near the Brazilian border, and in urban areas such as Georgetown where 
Brazilian immigration has recently increased. 
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ABCs of HIV Prevention 
In the course of the three days I spent observing HIV counseling sessions during Site 
Visit #3, I was able to see clear examples of Pepfar’s “ABCs of HIV prevention” strategy. One of 
the cornerstones to the pre-test counseling sessions with patients is an assessment and 
education portion about HIV “facts,” or knowledge. For example, one question that I heard 
repeatedly at the beginning of these sessions was, “Can you tell me what you know about HIV?” 
More often than not, patients at the University of Guyana site gave quick replies that included 
sex and needles. After asking a series of HIV knowledge assessment questions, the HIV 
counselors often use small, portable flip-charts provided to them by the CDC for the purposes 
of educating patients in the pre-test counseling session. These flip-charts are complete with 
text and graphics meant to provide a more structured educational piece about the details of 
HIV transmission and infection. 
In a counseling session with Althea early on Day 1 of the site visit, a 40-year-old Afro-
Guyanese woman tells her that she has a common-law husband with whom she “never” uses 
condoms, and believes that he is faithful to her “sometimes.” In response, Althea tells the 
patient that if her HIV test comes back negative, she must “make a choice between having sex 
with a condom every time or not having sex at all.” Throughout the three-day VCT visit, I 
observe at least a dozen women who are married (either legally or with common law spouses) 
because their husbands/partners have been unfaithful to them, and they are fearful of having 
been exposed to HIV. It appears that Guyanese are fairly open to discussing infidelity, even if it 
relates to their own partners. Though they speak about infidelity freely, they also appear 
disapproving of it. This is the first time that I have seen evidence that the promotion of the 
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“ABCs” of HIV prevention as required of all Pepfar programs may not be relevant for much of 
the local population in Guyana. I explored these issues of fidelity and condom use further in 
Phase II of my fieldwork (presented in the next section of this chapter), where I had the 
opportunity to conduct in-depth one-on-one interviews with women as part of a PMTCT 
program. 
 The emphasis on acknowledging and then changing one’s own risk behavior according 
to the “ABC” strategy is obvious in other counselor’s educational sessions as well. On Day 3 of 
the site visit, Charles tells a group of patients that it is important for people to know their HIV 
status, since the ones who test HIV-positive can stop themselves from infecting others by 
abstaining from sex altogether. Later, when delivering an HIV-negative result to one of these 
patients, he asks whether she plans to abstain from sex from now on. The client replies that it is 
too difficult to abstain, after which Charles gives her a condom demonstration. 
 In another post-test counseling session, HIV counselor Renata delivers a negative HIV 
test result to her client, then asks how she feels. The client says that this result is a “big weight 
off” and that – even though she has had sex before – feels as if she can be a “virgin again,” and 
plans to abstain from sex until marriage. She also comments that it is a relief to her that she is 
HIV-negative so that she can have children someday. 
 Another counseling session reveals more information about the lived realities of some 
patients. A woman who is about 30 years old informs Renata, the counselor, that she has two 
current sex partners. While she uses condoms regularly with one of them (her boyfriend with 
whom she lives) she never uses condoms with the other, who she sees only occasionally. 
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Renata’s standardized response is that the woman should “reduce the number of sex partners” 
that she has, without any further discussion with her about how to do that. 
 A woman who appears to be in her mid-40s tells Renata in her counseling session that 
she is married and faithful to her husband, but knows that her husband has not been faithful to 
her for the last three years. Her husband is a soldier, and had another child with a different 
woman nine years ago. She says that she stayed away from her husband for a while, “but you 
know, we lived together.” She says she uses condoms “sometimes.” When Renata asks her the 
question about what behavioral changes she can make after the HIV test results, the client 
responds, “If I’m negative, and I show my husband, he might just want to keep going the same 
way.” Renata suggests that the woman start using condoms all the time. Later, in the post-test 
counseling session, Renata delivers negative results to the woman, who cries with relief. After 
several queries by Renata about how the woman will remain HIV-negative, the woman replies 
that she does not know, because she does not know how to stop her husband from “going with 
other girls.” 
 These individual stories are interesting, but become alarming when regarded collectively 
since they underscore the problems inherent in an HIV-prevention campaign that tells a 
population to “abstain, be faithful, and wear a condom every time.”  
 Later, in a conversation with Charles, he tells me that the New Start testing program 
utilizes the Rogerian theory of counseling, meaning that it is “client-centered.” When I ask him 
what “client centered” actually means, Charles replies that the client makes the decisions about 
topics for discussion, if and when to terminate the counseling session, and whether or not to 
take an HIV test. I ask Althea how she operationalizes a “client-centered” counseling session, 
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and she says that it means that “you give clients options” about whether to abstain or use 
condoms with their sex partners. This reveals a marked difference in strategies between the 
American HIV director and the Guyanese HIV counselors. 
Patients’ Fears Related to HIV Testing 
 On Day 1 of the Site Visit to the University of Guyana, I have the chance to observe an 
actual HIV rapid test procedure. During a pre-test counseling session, Althea asks a young man 
why he wants an HIV test. He replies that he was recruited on campus earlier in the day by 
Sheldon, one of the HIV counselors, and that he had nothing better to do. He then asks if the 
test is going to hurt, because “I’m scared of needles.” 
 After explaining to him about the test procedure, Althea pricks the young man’s finger, 
squeezing three successive drops onto an index card. He expresses surprise that the HIV test 
was so quick and painless, then moves to the waiting room to await his results. About 20 
minutes later, Althea calls him into the room for his results. She tells him his HIV test is 
negative, but that it does not mean he will be HIV negative forever. 
While I am sitting in the waiting room later that same day, an older woman talks to 
other patients awaiting their turn to take the rapid HIV test. She tells the people sitting around 
her that it is HIV treatment that kills a person, rather than HIV itself. She tells a story of a young 
boy she knows who got HIV and gave it to a girl. In the story, the boy got treatment and died, 
while the girl did not get treatment and lived. The woman continues, saying that if you tell 
people that you are HIV-positive, they will treat you badly, and the mistreatment by others is 
what kills you. If you do not tell anyone, and the few people who know still treat you well, you 
will live if you receive love from those close to you. I find this story notable for its emphasis on 
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nondisclosure and stigma, both of which likely contribute to fear of HIV testing among this 
population. 
Confidentiality 
 Early on Day 2 of the site visit, I notice a female security guard hanging out in the 
temporary VCT waiting room, instead of outside near her regular post. As the day wore on, I 
noticed that she was in the waiting room all day, wandering freely in and out of the group 
educational sessions. She received an HIV test with the first group to come in this morning. 
Later in the day, she began to hover around the receptionist/driver (Raymond) asking him “who 
got it?” – referring to HIV-positive test results. Charles saw what was happening and told her to 
“beat it,” later telling me that Guyana is very prone to gossip and rumor. This confirms some of 
the concerns about breaches in patient confidentiality that I had heard from both health and 
government officials during my earlier site visits to Lethem and Mabaruma.  These observations 
were important in that they encouraged me to further explore patients’ fears around HIV-
related stigma, discrimination, and confidentiality during the more formal interviews with 
women in the PMTCT programs during Phase II of my fieldwork 
Delivering HIV-Negative Test Results  
The vast majority of HIV test results during this site visit are negative. Results are 
delivered during a private post-test counseling session with one of the mobile unit’s HIV 
counselors. While this post-test session is much briefer than the pre-test counseling session, it 
is seen as an opportunity to remind patients about the importance of behavior change 
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according to the Pepfar ABC strategy. Following are some of my observations of the ways in 
which HIV test results are communicated to patients by the HIV counselors. 
It becomes clear that the question “What would you do if you were HIV-positive” is 
often incorporated into the pre-test counseling session, then addressed again in the post-test 
counseling session. However, counselors never specifically discuss how to identify support 
systems, nor do they help the client to identify “next steps” in the case of a positive test result. 
This seems curious to me, since fear of being stigmatized and marginalized constitute a large 
part of the vocalized fears that patients seem to have with regard to HIV testing. It also leads 
me to question how well these counselors have actually been trained to deal with positive 
clients when they do identify them. It also goes back to Althea’s feelings of discomfort about 
being part of a mobile testing team that is not actually able to follow up with its clients in the 
way that a stationary testing team would. 
 During a post-test counseling session on Day 2, Charles delivers negative results to a 40-
year old woman by telling her that she is “clean,” and encourages her to make sure that anyone 
she invites into the bedroom is “clean” too. Interestingly, he does not provide any information 
about how to tell if someone is “clean.” This seems to contrast with information that given was 
in pre-test counseling, wherein clients are told that there is no way to tell if a person is HIV-
negative, aside from regular HIV test results.  
Dealing with HIV-Positive Test Results 
During one of the HIV counseling sessions that I observe with Althea, she asks her young 
male client, “If you test positive for HIV today, do you think you must start treatment right 
away?” The client responds in the affirmative, to which Althea replies, “You do need to see the 
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doctor, but it’s not necessarily the case that you will start medications right away.” Althea 
continues to explain to the patient that it’s important for an HIV-positive person to “take care 
of yourself” by eating fresh fruit and doing light exercise around the house. 
 I am surprised by these statements, since they contrast with protocol in the United 
States, with which I am more familiar. In the U.S., HIV testing is promoted specifically as a 
means to “know your status” so that even early-stage HIV infections can be treated with ARVs 
immediately, thus improving one’s chances of prolonging one’s life (i.e., decrease the chance of 
transitioning from merely HIV-infected to having AIDS). It is interesting to note once again that 
–despite Guyana’s status as a “priority country” under Pepfar, as well as its widespread 
promotion of VCT among the general population – ARV treatments are not widely available for 
individuals testing HIV-positive. Accordingly, it appears to be part of the HIV counseling 
protocol to communicate to patients that ARV treatment is not an immediate necessity. 
Furthermore, it becomes the responsibility of newly diagnosed HIV-positive persons to maintain 
their own health by changing eating habits and increasing exercise. In Guyana, high poverty 
levels and decreased access to nutritional food combine with decreased availability of HIV 
treatments to result in shorter life expectancies after an HIV-positive diagnosis. In fact, the 
average time period between an HIV diagnosis and death in Guyana is 7 years, compared to 24 
years for a person diagnosed with HIV in the US (Emory University AIDS Center).  
At the end of the first day, I spoke with Charles about the only HIV-positive diagnosis. He 
explains that he has delivered about 200 positive results to patients and each time it “takes a 
piece of your soul.” According to Charles, this particular HIV-positive client is a married man, 
who also has several male sex partners. His wife is currently breastfeeding a baby. I asked 
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Charles whether he counseled the man to disclose his HIV-positive status to his wife, and ask 
her to get tested. Charles replies that he differs with most HIV counselors (both in the U.S. and 
here in Guyana) about the best approach in a situation such as this one in that he believes it is 
the counselor’s job when first giving positive results to focus only on the client “in this 
moment.” Charles tells newly diagnosed HIV-positive clients that the first hurdle is “walking out 
of this room and out the door.” He says that he will tell HIV-positive clients a list of things that 
they have to think about in the near future, but focuses on the psyche of the client in that 
moment of diagnosis, and begins by giving good referral information for treatment and further 
counseling.  
The following section details the ethnographic data and initial findings from Phase II of 
my fieldwork in Guyana, which occurred over a five-month period extending from March – July 
2005.  
Phase II: PMTCT Program 
 Phase I of my fieldwork, in which I had the opportunity to observe a Pepfar-funded 
mobile HIV testing unit during several site visits, gave me the opportunity to observe many HIV 
counseling and testing sessions. These observations and informal interviews were essential to 
my data collection process, in that they allowed me to become more familiar with the universal 
templates that Pepfar-funded programs in Guyana use to promote HIV counseling and testing. 
Phase I also gave me some valuable insight about the disconnection that Guyanese patients 
often experience with regard to Pepfar’s “ABC’s of HIV prevention” strategy.  
During Phase II of my fieldwork, I used information from Phase I to conduct more 
structured, in-depth ethnographic interviews with both HIV-negative and HIV-positive women 
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who were participants in a Pepfar-funded Prevention of Mother-to-Child Transmission (PMTCT) 
program in Guyana. Topics for exploration in these Phase II interviews related to the social 
experience of HIV counseling and testing, HIV-related stigma and discrimination, and disclosure 
of one’s HIV status to partners and family members.  
PMTCT programs are being implemented rapidly worldwide, particularly in Pepfar’s 
member countries. Basic PMTCT programs vary by country, region, and even district, and are 
often organized according to how ANC (antenatal care) and other health services are being 
provided. However, the basic programs usually consist of HIV counseling and testing (with 
education in safe sex practices), ARV prophylaxis, and counseling and support on family 
planning and breastfeeding alternatives. Successful use of all these interventions substantially 
decreases the chances that a woman who tests positive for HIV will pass the virus to her baby 
(UNAIDS, 2005b). In addition to these three interventions, programs called “PMTCT Plus” also 
encourage the woman’s partner to accept HIV counseling and testing. If the woman or her 
partner is found to be HIV positive, ARV is offered at that site or they are referred to an 
appropriate care and treatment site. Other health care services, such as family planning, may 
also be offered. 
Beginning in 2004, USAID (via the Pepfar program) funded the Government of Guyana 
to pilot-test a PMTCT program in ten antenatal clinics throughout the country. Guyana’s PMTCT 
services include all three key interventions, and at the time of the study there were plans to 
scale up to PMTCT Plus programs in the near future. All PMTCT services supported by donors 
(e.g., Pepfar through USAID/Guyana HIV and AIDS Reduction and Prevention Project [GHARP] 
and U.S. Centers for Disease Control and Prevention [CDC], Pan-American Health Organization 
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[PAHO], United Nations Children’s Fund [UNICEF]) are provided through ANC and postnatal care 
clinics held at health centers and through the Georgetown Public Hospital Corporation labor 
and delivery ward. Following is an organigram showing the flow of funding for PMTCT services 
in Guyana. 
Figure 9: Flow of Funding for PMTCT Programs in Guyana 
 
In 2001, the MOH piloted the PMTCT program at 11 sites in four regions of Guyana. At 
the time this study was conducted, 27 health centers located in four regions offered PMTCT 
services through their ANC clinics. In Guyana, it is recommended that pregnant women first 
come to the antenatal care (ANC) clinic in the first 12 weeks of gestation, followed by monthly 
visits up to 28 weeks, bi-weekly visits from 28 to 32 weeks, and weekly visits from 32 weeks 
until delivery. PMTCT services are provided through ANC and postnatal care clinics at health 
centers and also through the Georgetown Public Hospital Corporation labor and delivery ward. 
Women are offered voluntary HIV counseling and testing at their first ANC visit, and a follow-up 
test is offered at 32–34 weeks gestation or after 3 months (window period) if their first test is 
negative. Counselors also encourage testing of the woman’s partner. Because the HIV test is 
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laboratory-based, it requires at least two ANC visits by the woman: one to take the test and 
another to receive her results and post-test counseling.  
Counselors encourage testing of the woman’s partner, and HIV-infected women receive 
counseling on ARV prophylaxis and infant feeding, as well as information on the signs of labor 
and the need to reach the hospital in time  to receive ARV prophylaxis. Currently, ARV 
prophylaxis is available only through labor and delivery units in hospitals. Nevirapine is given to 
the mother during the first stage of labor and to the baby within 72 hours of birth. Postnatal 
clinics conduct follow-up testing of the infant and offer guidance on breastfeeding, including 
provision of breast-milk substitutes if the woman chooses not to breastfeed. 
When I returned in Guyana to conduct fieldwork in Feburary 2005, a year after the pilot 
program began, I was able to conduct several interviews with both health care workers and 
patients who had been a part of the PMTCT program, to better understand their perspectives 
and experiences. Among those interviewed were two nurses and one physician who were 
responsible for carrying out this program in five of the clinics.  
Macro Level Data: The Roles of the United States and Guyanese Governments 
 According to the Office of the Global AIDS Coordinator (OGAC), USAID builds upon the 
agency's experience to support programming that is community-based. Within Pepfar, this 
includes supporting the majority of activities that encourage abstinence and faithfulness, as 
well as condom promotion for prevention. USAID partners also provide the majority of care, 
including HIV testing in clinical and non-clinical settings and support for community- and faith-
based organizations to provide home-based care for people infected with HIV/AIDS, and they 
conduct outreach to orphans and vulnerable children. In addition, USAID partners work with 
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local organizations or the public sector to scale-up PMTCT and anti-retroviral treatment 
services, often using the "network model" that draws local communities into the provision of 
services. 
 I interviewed the Public Health and Nutrition Officer (PHN) for USAID-Guyana, Julia 
Rehwinkel, in order to collect data on the role of USAID, information about funding streams and 
decision-making processes for Pepfar monies, and perspectives on obstacles faced in creating 
new HIV programs in Guyana. Ms. Rehwinkel is an American who originally came to Guyana as a 
Peace Corps volunteer when she was in her early 20s during the late 1990s. I had met her while 
we were both working for the CDC in Trinidad a year earlier, and she had become a close friend 
during that time. Julia was bright, young, motivated, and highly valued for her work on 
Monitoring and Evaluation of HIV Programs in Trinidad, which led to her being hired as the PHN 
Officer by USAID-Guyana in 2003. This position made her primarily responsible for the oversight 
of Pepfar monies coming into Guyana. She was also the person who encouraged me to conduct 
fieldwork in Guyana, and remained a key informant throughout my research project.  
 According to Rehwinkel, the CDC wants VCT rapid testing in each and every antenatal 
clinic in Guyana. This differs from USAID-Guyana’s goal, which is to stay out of antenatal clinics 
and instead to integrate HIV testing as a routinized diagnostic test for all for Guyanese people 
seeking any health services. According to Rehwinkel, the reasons for this are two-fold: (a) to 
reduce stigma around HIV testing and (b) to reduce the amount of money required for HIV-
specific training, staff, supply chain management, and test kits. She points out to me that there 
is an NGO in every community that provides VCT and rapid testing for anyone that wants it, so 
she does not see a need to create new services in antenatal services specifically. Rehwinkel also 
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mentions during our interview that the Director of CDC-Guyana has never even visited an 
antenatal clinic, but is making recommendations for rapid testing at ANC that wouldn’t make 
sense given the setting. 
 Next, I decided to interview the Director of the FXB office (an NGO funded by the CDC-
Guyana program), to get his perspective on the successes and obstacles of doing HIV work in 
Guyana. Dr. Chuka Anude is a medical doctor with many years of HIV program experience. 
Originally from the African country of Nigeria, Anude had come to Guyana in 2003 to work for 
FXB and the CDC to ramp up HIV testing and treatment services there. He struck me as kind and 
compassionate, and was very willing to answer my interview questions. 
 My first questions centered around decision-making. More specifically, I wondered how 
FXB (and the CDC) decided which HIV programs to implement in Guyana. According to Anude, it 
is a combination of in-country decision-making and mandates that come down from Pepfar 
administrators in Washington, D.C. The US government decides which countries and issues 
have “funding priority,” then usually conducts a needs assessment. This technical needs 
assessment usually means that USAID’s PHN officer or a consultant looks at local needs that the 
US can address, reports back, and then the US subcontracts for programs via USAID. Having said 
that, Anude says that he does have some flexibility on the ground to move money between 
program areas where he sees fit. 
 Anude’s personal approach to working in a new country is that he doesn’t do anything 
right away. He settles in, sits back, and waits to see who the players are and who’s in charge – 
he says that the people in charge are not always the people with the titles, so it takes time to 
figure out what the local politics are. Chuka emphasized that he understands that no two 
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countries are the same, even if they are considered to have the same “profile” of being 
resource-poor settings. He has come to this approach after working in six countries doing HIV 
work – the United State, Belgium, Botswana, South Africa, Namibia, and Nigeria. 
Micro-Level Data: The Experiences of Patients in Guyana 
 This study included three pilot sites for a new Prevention of Mother-to-Child 
Transmission of HIV (PMTCT) program in neighborhoods that had shown particularly high rates 
of HIV infection among its residents: Campbellville, David Rose, and Dorothy Bailey. In order to 
gain a fuller understanding of both the HIV counseling and testing process and HIV-positive 
women’s lived experiences, I recruited 50 women for in-depth interviews from these clinics. Of 
these 50 informants, 13 had tested HIV-positive, and 37 had tested HIV-negative at the time of 
the interview. The interview guide that I used can be found in Appendix A. 
As part of these in-depth, open-ended interviews, I asked women questions that would 
help me understand how they interpreted the messages about HIV prevention that were 
communicated to them as part of the universal templates used by HIV counselors and testers. 
Therefore, I asked questions about these women’s experiences with pretest counseling and 
education, risk assessments, motivations for accepting an HIV test, test outcomes, referrals and 
treatment in the case of an HIV-positive test, and the process of decision-making about 
whether or not to disclose their HIV test outcomes. I also conducted follow-up interviews with 
the 13 women who had tested HIV-positive, in an attempt to obtain more information about 
their lived realities. Topics in these follow-up interviews focused on these women’s upbringing, 
relationship history, religious views, current family structure, children, and major life events. 
Follow-up interviews also probed more deeply into how women’s daily lives have been 
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impacted by a positive HIV test, including experiences of stigma and discrimination, 
repercussions of disclosure to family members and friends, and experiences of illness, and 
treatment.    
 Tables 5 - 8 below display some basic demographic information about the women 
interviewed for this study. Table 5 shows the breakdown of HIV-positive and HIV-negative 
informants in each of the five Georgetown clinics; Table 6 shows informants by race or 
ethnicity; Table 7 shows informants by marital status; and Table 8 shows the informants’ 
highest level of education.  







Campbellville 5 13 18 
David Rose 3 9 12 
Dorothy 
Bailey 
7 13 20 
TOTAL 15 35 50 
 
Interview participants were asked to identify their race or ethnicity. Most respondents 
said they were Afro-Guyanese (54%), followed by Mixed Race (40%), Indo-Guyanese (4%) and 

















Campbellville 8 1 1 8 18 
David Rose 7 0 0 5 12 
Dorothy Bailey 12 1 0 7 20 
TOTAL 27 2 1 20 50 
54% 4% 2% 40% 100% 
 
 
Participants were asked to describe their marital status. Most women said they were 
Single (42%), followed by Common-law (38%), Married (18%) and Divorced/Separated (2%).  
Table 7. Number of Participants, by Marital Status 





Campbellville 5 0 7 6 18 
David Rose 0 0 5 7 12 
Dorothy Bailey 4 1 7 8 20 
TOTAL 9 1 19 21 50 
18% 2% 38% 42% 100% 
 
Participants were also asked to describe how much education they had received. The 
majority of women said they had received some secondary education (88%). Other women said 
they had only received a primary school education (10%). Only one participant said she 






Table 8. Highest Level of Education, by Clinic 
Clinic None Primary Secondary Total 
Campbellville 0 3 15 18 
David Rose 0 1 11 12 
Dorothy Bailey 1 1 18 20 
TOTAL 1 5 44 50 
2% 10% 88% 100% 
 
Clinic Routines 
All of the women interviewed for Phase II of this study were patients in the antenatal or 
postnatal care programs at the clinics, and had received HIV testing as part of the pilot PMTCT 
program that had been introduced in five pilot sites in 2004. Nurses at antenatal clinics 
recommend that pregnant women first come for appointments in the first 12 weeks of 
gestation, followed by monthly visits up to 28 weeks, bi-weekly visits from 28 to 32 weeks, and 
weekly visits from 32 weeks until delivery. Prior to each clinic session, women in the waiting 
room are assembled and receive a review of general health issues such as: nutrition, exercise, 
grooming, and proper behavior during pregnancy; how to recognize and respond to labor pains; 
and how to get appropriate postnatal care. Nurses also use this time to orient women who are 
visiting for the first time for a new pregnancy, explaining how HIV can be passed from mother 
to child and describing the interventions available to prevent this from happening. During this 
group talk, some clinics hand out the HIV-testing consent form for mothers to read prior to 
meeting individually with a nurse or counselor. 
During individual consultation with providers, first-time antenatal visitors are offered a 
battery of screening tests, including blood tests for hemoglobin, blood type, sexually 
transmitted infections (VDRL for syphilis, HIV), a swab test for gonorrhea if deemed appropriate 
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on physical exam, and a stool test for parasites. According to protocol, women should be 
individually counseled prior to the HIV test and given a chance to ask questions of the nurse or 
counselor. If a woman consents, she is asked to sign a permission form. An anonymous number 
system is used to identify blood samples and record and track HIV test results. This procedure is 
also explained to women during this consultation. If the client agrees to HIV testing, a test in 
administered. The client typically receives her HIV test results at her next monthly visit. 
Individual post-test counseling is also provided at that time. A second follow-up HIV test is 
conducted on everyone during the latter weeks of pregnancy—approximately three months 
after the first test—to identify cases of seroconversion occurring during the three-month 
window period. PMTCT sites also offer couple and partner counseling and testing. 
Women who test positive for HIV receive additional counseling and information on HIV 
and learn how to prevent transmission of HIV to their baby at delivery. Each woman is 
instructed about the anonymous code used to record on her clinic card whether she tested HIV 
positive or HIV negative. A woman attending antenatal clinic for the first time receives a new 
clinic card. Clinic appointments and the results of screening tests are recorded on this card. The 
woman is instructed to bring the card to each appointment and to the hospital when she checks 
in for delivery. Women testing positive for HIV are also told about infant feeding options. The 
nurses recommend two options to HIV-positive women: not to breastfeed at all or to rapidly 
wean her infant at three months of age. Clinic staff maintain a log book with names and 
addresses of all clinic attendees. They also keep a PMTCT log book that lists all the patients 
attending antenatal care clinics as well as the results of their screening tests, including the first 
and second HIV tests.  
140 
 
 Following are the data from these interviews with women who participated in Guyana’s 
PMTCT program, organized by topic. 
Women’s General Views of Clinic Staff  
To get a sense of whether women valued HIV counseling and testing, women were 
asked, “What did you find beneficial about HIV counseling and testing?” and “How do you feel 
about the staff and services?”  
Many said that they appreciated being able to ask the nurses questions and get help 
solving problems. For example, one woman said: 
Certain things you don’t know, you could ask questions and the nurse could answer. 
When I was pregnant, I was feeling a lot of pain under my abdomen, a lot of pain. I used 
to tell the nurse about it before and ask questions. [58: HIV negative] 
At least half of the women interviewed volunteered that they appreciated the 
emotional support they received from nurses and counselors at clinics. Specifically, women 
mentioned the importance of being able to talk openly with the nurses about their problems, as 
well as the fact that they felt comfortable in the clinic. One woman put it this way: 
Like if anything bothering you during your pregnancy, you could sit down and talk to 
them and they would listen. [50: HIV negative] 
On the other hand, when asked how they felt in general about the staff and services at 
the clinic, and whether there was anything that might be improved, several women (9) 
indicated that nurses were not always respectful. One woman mentioned that a nurse had 
been open about her disregard for the clinic clients and the need for prompt service: 
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One morning one of them [nurses] come in, and I just make a joke by saying you’re late. 
She say, ‘You don’t pay me, the government pay me, and right now the government ain’t 
here and I free to do as I like.’ [49: HIV negative] 
One woman said that to receive good service during clinic appointments it was 
important for patients at the clinic to cooperate with the nursing staff: 
…we have to be patient with them, and we have to cooperate with them. If we 
cooperate with they, they would cooperate with we. If we don’t cooperate they wouldn’t 
cooperate with we. [50: HIV negative] 
Other respondents said that some of the nursing staff are moody, which at times 
affected their interactions with patients: 
When you come sometime, and say good morning, they wouldn’t answer you, they 
mouth long. And if they tell you do something and you don’t understand, they come out 
and say all kinds of things...I think they should work on their people skills. [64: HIV 
negative] 
HIV Education 
Participants were asked what they knew about various aspects of HIV/AIDS, such as 
modes of transmission, methods of prevention, symptoms, the difference between HIV and 
AIDS, and prevention of mother-to-child transmission (PMTCT). The purpose of these questions 
was to probe how women arrived to their decisions to accept HIV testing.  
Modes of HIV Transmission 
When asked about modes of transmission, the majority of women answered that sexual 
intercourse was a primary mode of HIV transmission. Quite a few participants qualified their 
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responses about sexual transmission, focusing more on the transmission of HIV from men who 
were sexually unfaithful to their primary female partners. 
She said HIV come from your partner and those things, and she ask me if I know if 
I have it. I tell her I don’t know and she ask me if my husband have me alone. I 
told her that I wouldn’t be able to say. [9: HIV negative] 
During sex, your partner going out with someone, and then they come and give 
you it. [10: HIV negative] 
A few women specified that the risk of HIV transmission during sex came from women 
having multiple sex partners. One of these women concluded that she was not at risk since she 
only had sex with one regular partner. 
They ask me how I would react or feel if I’m HIV positive. I said, well I know I’m 
secure…Because I know I don’t go and play about and so forth. [6: HIV negative] 
A few mentioned oral sex as a risky behavior for HIV transmission. One woman 
mentioned sexual intercourse as a mode of transmission, but then later wondered whether this 
information was accurate:  
I still feel the doctor don’t know. I feel it’s not only a sexually transmitted 
disease…you would get this HIV and depending on how your body resistance is, 
then you would tend to die in six months, sometimes a year, sometimes two year. 
I don’t believe it’s five years because I know people who recently get it and within 
a year they close off. So I was wondering if this thing is really a sexually 
transmitted disease. [23: HIV negative] 
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Quite a few women (12) cited the sharing of needles as a mode of transmission. Even 
more participants (16) mentioned that blood transfusion was a risk for contracting HIV. One of 
these respondents specifically said that it was a risk to donate blood for transfusions. 
HIV-positive women were also asked what they knew about HIV in general as a result of 
attending ANC. Similar to HIV-negative women, most these participants cited unprotected sex 
as a primary mode of transmission. A few participants mentioned blood transfusions and 
needles as modes of transmission.  
Methods of Prevention 
The participants were also asked about ways to prevent HIV transmission. Most women 
mentioned the use of condoms during sexual intercourse as an important method of 
prevention. However, when probed about condom use, many women said they did not often 
use them due to discomfort during sex, or that it is difficult to discuss using them with their 
male partners.  
It wouldn’t be easy, it would be difficult because he don’t use condoms anytime. I 
tell he about condom, he say he don’t enjoy sex with that and don’t feel he is a 
man, he might as well go out where he don’t have to use any. So I don’t push the 
issue. He say he prefer to stick to me alone, and don’t use no condom. He say I 
might not push him. [22: HIV negative] 
For me, to be honest, I don’t like use condom and my children father don’t like 
use it either. Sometime I does sit down and talk to him and when I told him, he 
does suck he teeth. And I does tell him--today, tomorrow, you go out there, 
because these women are so persuasive, you don’t know what could 
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happen…You does trust no flesh. And then some of the condoms they give we are 
not good. They have some strong ones. That is how I end up like this [pregnant]. 
Because they give me some and I had use them, but I don’t know what happened. 
Like it burst because sometime when you sex sweet, more than you, you don’t 
have no time with that, honest…a time we try, and he punish, and like the oil on 
it start itches. I don’t like it, either. [12: HIV negative] 
A few women did not believe that condoms were reliable because they are apt to break 
during intercourse. One woman thought that the virus would be able to pass through the pores 
in the condom. 
Even using protection there is still a fifty percent chance that you could get it, 
because I think they say the condom pores are not fine enough, and the virus 
could still pass through, so you could still get it. [21: HIV negative] 
Some women, echoing the “ABCs of HIV prevention,” said that effective prevention 
methods included abstinence or being faithful to one partner. 
By being faithful to your partner…and just pray that your partner be faithful. And 
if you’re having sex and you’re not married, basically for the young people, I think 
they should use prevention, and first I go with abstinence. I say if you’re not 
married, you should stay away, but I can’t live everybody’s life and I can’t expect 
anybody to live my life. [DB-1-24: HIV negative] 
The majority of HIV-positive women who were asked about methods of prevention cited 
condoms, though many of them had not used them regularly with their partners. Only one HIV-




The majority of participants understood that HIV can be spread through mother-to-child 
transmission (MTCT). Most women understood that pregnant women could prevent MTCT by 
taking some form of treatment. However, when probed by the interviewers, only a fraction of 
these women were able to discuss PMTCT treatment in terms of the delivery process. Of these 
respondents, some believed that the mother and/or baby received treatment in the form of an 
injection. Other participants knew that the mother would receive treatment in the form of a pill 
or tablet. Two women believed that HIV-positive mothers received tablets during delivery while 
their babies received injections. Some women understood that MTCT could occur during 
breastfeeding of the baby. The majority of these women understood that the risk of HIV 
infection from breastfeeding came from breast milk. However, one woman said that 
breastfeeding risk came as a result of blood bursting from the infected woman’s nipple into the 
baby’s mouth: 
Well, when you give birth to a baby, since you were not nursing before, your 
nipple could burst and the blood would come out. [15: HIV negative] 
Another woman believed that the risk for MTCT occurs as a result of HIV-positive 
mothers sharing chewed food from their own mouths to their babies’ mouths: 
Don’t give the baby anything from the mouth. You know some parents have a 
tendency to give the baby food from the mouth… [17: HIV negative] 
This same woman also warned of babies sucking on open cuts on the mother’s skin, thus risking 
infection from eating the mother’s blood: 
146 
 
…and you know if the baby have a cut and they have a cut, and don’t let the baby 
suck your skin. You know babies like to suck your skin. [17: HIV negative] 
All the HIV-positive women interviewed for this study understood that mother-to-child 
transmission occurs, but there was some differentiation with regard to how MTCT is prevented. 
Most women mentioned breastfeeding as a source of MTCT of HIV, and said that they had been 
instructed by nurses or counselors to not breastfeed at all, or to breastfeed exclusively for three 
months then wean exclusively onto formula. One woman said she had conflicting information 
about breastfeeding, saying that she had been told by one person to wean when the infant 
reached three months, and was told by another person to wean at six months. 
About half of the HIV-positive participants said they had been told by nurses or 
counselors that they would take nevirapine (or, more generically, a “tablet”) prior to delivering 
the baby at the hospital. Fewer women knew that their newborns would receive nevirapine in 
syrup form. Several women said they had no knowledge of nevirapine or taking medications to 
prevent MTCT during delivery.  
Window Period 
Although most women who participate in the clinics’ PMTCT programs are tested twice 
during pregnancy, only a few women (6) said that they understood the concept of the window 
period . None of the women interviewed used the term “window period,” but indicated that 
they understood that the HIV may not show up in the first test and that a second test must be 
conducted 3 to 6 months later.  
You got to test back six months after…because sometime the virus in your system 
mightn’t show up then, and it might show up after. [16: HIV negative] 
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They give me an example, like if I go and give blood at the blood bank. Sometime, 
you know, they might test the blood and it might say negative, and if they test 
me back…if they keep the blood they might test it back a next 3 months or so and 
it might show positive. [8: HIV negative] 
Symptoms of HIV/AIDS 
Some participants were asked what they thought were the symptoms of HIV/AIDS. The 
majority of responses focused on what could be observed by looking at a person’s appearance. 
For example, some participants spoke of blemishes, sores, or discoloration of the skin. Some 
others said that symptoms included significant weight loss. One woman mentioned hair loss, 
and another spoke of having problems with the eyes. Two participants discussed problems with 
the mouth, such as fungus and sores that bleed. Two women mentioned breath problems, such 
as shortness of breath, or bad breath. Several participants discussed symptoms that related 
more to illnesses such as fevers, night sweats, and diarrhea. Only a few women spoke more 
specifically of the opportunistic infections that can affect HIV-positive persons, such as colds 
and pneumonia. 
HIV-positive women often gave more detailed descriptions of AIDS-related symptoms. 
The most commonly cited symptoms were vomiting, sweating, coughing, fever, diarrhea, 
rashes, and weight loss.  
Difference between HIV and AIDS 
Participants were asked whether there was a difference between HIV and AIDS. While 
there were a few women who said that HIV and AIDS were the same thing, or that they did not 
know, the majority of women who were asked said that there was a difference between the 
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two. Among the women who said that there is a difference between HIV and AIDS, most gave 
accurate descriptions that incorporated the idea that HIV is the virus that causes AIDS, or that 
HIV is the “beginning” stage and AIDS is the “end” or “advanced” stage. However, some women 
who believed there was a difference between HIV and AIDS gave information that was 
inconsistent with that presented during pretest counseling sessions, or were not able to discuss 
the difference at all. Four of these women thought that AIDS was the virus, or “beginning” 
stage, and that HIV was the disease, or “end” stage. 
AIDS is antibodies or something, I guess the infection…But HIV is when you get 
full blown or something like that… [29: HIV negative] 
One woman said that she believed AIDS was the result of a long progression of sexually 
transmitted infections that “leak” from one to another. 
When you get leak, it does turn into syphilis, and then it does turn into 
gonorrhea, and then it does turn into AIDS. [13: HIV negative] 
Most HIV-positive women were able to articulate specific differences between HIV and 
AIDS. Like the HIV-negative respondents, they usually spoke of HIV as the “beginning” stage and 
AIDS as the more “advanced” stage. Some women described HIV as the “virus” which may 
develop into AIDS. Only one HIV-positive woman said she didn’t know the difference between 
HIV and AIDS. 
HIV Counseling and Testing 
Most participants stated that they did receive some form of HIV counseling before they 
took the HIV test. However, there were a few women who said that they did not receive any 
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HIV counseling at all. Those who said they had received counseling were asked to describe their 
pretest counseling experiences. 
Several women said that they were made to feel comfortable or less anxious about the 
test, simply by talking with the counselors. One woman said: 
I can’t remember the exact things, but she spoke to me, she gave me strength. [69: HIV 
negative] 
One woman who declined HIV testing initially said that her counselor met with her 
outside of clinic hours and encouraged her to accept an HIV test: 
I meet the nurse like one time on the road and I decided to take her to have a drink at 
lunch and we talk about it. She tell me it would be better for me if I do the test so I could 
know, just in case I am positive it would give a better percent that the baby wouldn’t be 
infected, so I said it’s okay and I came in the next morning and I get the test. [8: HIV 
positive] 
A number of women appreciated the emotional support provided by nurses and 
counselors at antenatal clinics. Specifically, women mentioned the importance of being able to 
talk openly about their problems with the nurses, as well as the fact that they felt comfortable 
in the clinic.  
Like if anything bothering you during your pregnancy, you could sit down and talk 
to them and they would listen. [4: HIV negative] 
Well, they never show me no bad face. They show me kind. Everybody is speak 
well and want to help you. [5: HIV negative] 
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A few women mentioned specifically that they felt comfortable taking the test because 
they believed their HIV counseling and test results would be kept confidential. For example, one 
woman expressed comfort with the counselor as follows: 
Number one, knowing that it’s confidential and you speak to them, and they wouldn’t go 
and tell anyone else. That was very comfortable. [11: HIV negative] 
Another said: 
They wouldn’t go and carry your name outside. I say okay, it’s no problem. [19: HIV 
positive] 
On the other hand, when asked how they felt in general about the staff and services 
offered at the clinic, and whether there was anything that might be improved, several women 
spoke of the disrespect with which some nurses treated clients (n=9). A couple of women made 
statements that implied that the clinic nurses often asserted their authority among patients 
during clinic hours: 
One morning one of them [nurses] come in, and I just make a joke by saying 
you’re late. She say, ‘You don’t pay me, the government pay me, and right now 
the government ain’t here and I free to do as I like.’ [2: HIV negative] 
Another woman said: 
They have this one particular nurse…I don’t like the way she behaves...as if she 
don’t want to touch you or if she don’t want to talk to you...and if you ask her, 
she don’t even comfort you...they would ask a question like, would it hurt or do I 
have to really get bore by that needle or so, she would say like once you is a 
woman you got to know about pain. [30: HIV negative] 
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One woman said that it was important for patients at the clinic to cooperate with the 
nursing staff at the clinic in order to receive good service during her appointments. 
…we have to be patient with them, and we have to cooperate with them. If we 
cooperate with they, they would cooperate with we. If we don’t cooperate they 
wouldn’t cooperate with we. [17: HIV negative] 
Other respondents said that some of the nursing staff were moody at times, which at 
times affected their interactions with patients.  
When you come sometime, and say good morning, they wouldn’t answer you, 
they mouth long. And if they tell you do something and you don’t understand, 
they come out and say all kinds of things...I think they should work on their 
people skills. [DR-1-11: HIV negative] 
A few women said that the HIV education they received during pre-test counseling 
made them feel more comfortable interacting with people infected with the virus. One woman 
said: 
First time, I used to tell myself, oh God, that person have HIV, you don’t have to touch 
them. But I get to realize that how a person could have HIV and you could still be their 
friend, you could still eat from them, you can’t catch HIV by eating with somebody, or 
sharing something. You know, I learnt a lot. [49: HIV negative] 
A few women who tested HIV positive also mentioned that the counseling made them 
more comfortable interacting with their families in their homes because they understood that 





Although women said that nurses and counselors encouraged them to bring their 
partners in for an HIV test, most often they said their partner either did not come for testing or 
took the result of the woman’s test as verification of their own HIV status. One woman said that 
when she asked her partner to come in for an HIV test he responded:  
If you are negative he don’t see why he should come. [54: HIV negative]  
At least two women who tested HIV positive had the same experience. One of these had 
had two HIV-positive pregnancies. According to her, when she asked him to get an HIV test, he 
said:  
He done know about me and it don’t make sense he go and find out. [21: HIV positive]  
In both these cases, the man took his wife’s HIV test result, either positive or negative, 
as evidence of his own status.  
One woman tested HIV negative but positive for another STI during ANC, and the nurse, 
she said, insisted that she bring her husband to the clinic for STI testing. He tested HIV positive. 
With the knowledge that she was negative and he was positive, the woman stopped having sex 
with him, although they still live together she says, “for the sake of the children” [51: HIV 
negative]. 
Women Who Did Not Receive Counseling 
Several participants said they received partial or no HIV counseling prior to taking the 
HIV test. Among the women who said they didn’t receive satisfactory counseling, one indicated 
that she did receive counseling about HIV related to the baby but not herself: 
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No, we didn’t counsel about HIV…When they give you the counseling, they tell you about 
the HIV test, if you want to take it. And they fill out a form and they give you a paper to 
take the test and you go and take it. [36: HIV negative] 
Other participants said that they received HIV counseling only in the form of group HIV 
education and did not receive individual counseling prior to being tested for HIV: 
They didn’t have much workers there you know, but all the people who went there that 
day, they stand up and talk to all of us at the same time and they talk to us and they tell 
us it leave up to us do it or not you know. It was our choice. [14: HIV negative] 
Most of these participants replied that they were simply offered the choice of whether 
to accept HIV testing or not. One woman said: 
[The nurses] told you about it and ask you if you want to do it, and I just say yes, and 
they send me to the room and just bore me and done. [26: HIV negative]  
One woman who tested HIV positive at her first ANC visit said: 
There was no counseling before or anything…the nurse came to me after going to the 
clinic and said you have to sign up these papers to do the blood test and that was it. I 
signed the documents and went to do it. [33: HIV positive] 
Reasons for Accepting HIV Test 
When women were asked why they accepted the HIV test during counseling, they 
provided a variety of responses. Most of the responses can be grouped under one of three 
categories: 1) health-related reasons; 2) the test was being offered as a routine part of a clinical 
appointment; and 3) the woman believed she was at risk of HIV because of her or her partner’s 
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actions. While these reasons are listed according to the first response given, most women gave 
more than one reason for accepting an HIV test. 
Health-related Reasons 
Nearly half of the participants had accepted an HIV test as part of antenatal care. As 
such, many women said they accepted an HIV test “to protect the baby” and/or themselves 
(45/89). Many indicated this by saying that they just wanted to “know,” they just wanted to “be 
safe,” or because it was the “right thing to do.” 
Most of these women, however, said specifically that they wanted to know whether 
they were HIV positive so that they would be able to take steps to protect their unborn babies: 
[Counselor] say that if I get it, I could pass it to the baby, but if I get tested and I come 
out positive, they could give me something so the baby won’t get it. So that is why I do it 
now…I have to put aside my fear and do it to protect my child. [45: HIV negative] 
Besides saying they wanted to “protect their babies,” some women said they were 
concerned about their own health as well. One woman said: 
I just want to know what going on with me body. Is me body so I go and do the test. [35: 
HIV negative] 
Some gave more specific health-related reasons. For example, one woman said that she 
wanted to know whether she was HIV positive so she could decide whether to have an 
abortion. One woman replied that she wanted to be tested so that she would have time to 





Test Was Free, Routine, or Compulsory 
About one-third of the women interviewed said they got the test because it was offered 
as part of antenatal care screening. For example, women said they “thought it was routine,” 
“there is no harm in doing it,” it was “free,” or they “never had the opportunity before.” The 
convenience of having the HIV test provided during routine care worked in favor of women 
taking the test. One woman put it this way: 
…if I just come out of the house just so to say I doing a HIV test, I might back down. But if 
I come to the clinic and the clinic giving you for free, I won’t hesitate…if you pregnant 
and you coming to clinic and they offer you, it’s easy. [50: HIV negative] 
Several women who had tested HIV positive one or more times before they became 
pregnant went along with the test passively, without telling the nurse or counselor that they 
had tested HIV positive before. One woman who tested HIV positive during her last pregnancy 
said: 
Even though I’d done it I didn’t mind going through the process again. [9: HIV positive] 
During her second HIV-positive pregnancy, one woman said she had not told the nurse 
she was tested for HIV before: 
No I didn’t tell the nurse. After I took the test then I sat the next time before the results 
come and I told her. [3: HIV positive] 
Two others said they were required to do another HIV test anyway. One HIV-positive 
woman said that she was told that she had to take a test every five or six months [31: HIV 
positive]. When asked directly “did you feel you could have refused the HIV test during 
156 
 
counseling?” the vast majority of women replied that they could have refused it had they really 
wanted to: 
I know it was my choice. [12: HIV positive] 
However, some women were ambiguous in their answers, and it appeared that their 
decision was also based on other considerations. A few said they took the test because it was 
compulsory. One woman said: 
[I took it] because the nurses said it was compulsory now for you to take an HIV test…she 
say it’s compulsory because remember now babies are borning with HIV and we cannot 
know the status unless you take a test. [25: HIV positive] 
One woman said she did not feel it was a choice, but rather: 
I thought it was protocol. 
She then later added: 
I’m not upset over the fact that I did it. [33: HIV positive] 
Another participant made reference to the rules set forth by the clinic and said it was 
implied that HIV testing was something pregnant women were required to do in order to 
participate in the antenatal program. 
I wouldn’t refuse, because you come here now, and you got to comply with their 
rules…Because remember, this is the first time you joining, so they need to take the 
test…They didn’t say you had to, but I know that I have to, so I just sign without even 
really reading [the consent form]. [26: HIV negative] 
Some other women said that while HIV testing was voluntary at the clinics, nurses at the 
clinic told them that the hospitals required HIV testing prior to delivering a baby. As a result, 
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several women (3) said they chose to be tested during ANC visits at the clinics to avoid the 
mandatory testing later during delivery at the hospital. One thought she would be tested 
before discharge from the hospital: 
You got to take the test, because when you go to the hospital, you cannot go home 
without being tested. All the blood test you have to take before being discharged from 
the Georgetown Hospital. [50: HIV negative] 
Another said she thought the hospital staff would suspect she was HIV positive if they 
saw that she had no results on her clinic card: 
I don’t want to go into the hospital to get baby and when they look at my card, they see I 
refuse to do the test, and they would say I’m a possible victim [of HIV]. [44: HIV negative] 
Coerced to Have Test 
A few of the women’s responses (6) suggested clinic staff coerced them to get the HIV 
test. When asked “When you came here at the clinic did they tell you or ask you?” One woman 
(as did a few others) responded: 
They tell me I had to do it, so I did it. [23: HIV positive] 
Another woman said that she was told she would be transferred to another clinic if she 
refused HIV testing: 
…they tell us that if we don’t take the test, that they would transfer us to another 
clinic…I didn’t want to get transfer, because I like it here. [45: HIV negative] 
One woman said her blood was tested for HIV at the laboratory without her consent and 




Believed They Were at Risk 
A significant number of women said specifically that they took the test because they 
thought they were at risk from their partner’s sexual activities: 
I’m single…I don’t wild about myself and I had my child father and I know he had his 
children mother and I know he used to play games so I really can’t tell. I can’t swear that 
things can’t happen because you would be right in your house and things come to you. 
[34: HIV positive] 
All of the women interviewed were asked how HIV is spread. The majority answered 
“sex,” “unprotected sex,” or “sexing;” a few added oral sex as a risky behavior for HIV 
transmission. 
Quite a few women also cited the sharing of needles or getting injections or blood 
transfusions as a mode of transmission. Women’s responses made it clear that there was 
widespread understanding that HIV is a sexually transmitted infection. 
Some participants responded that, in general, women should be tested for HIV because 
of men’s proclivities for engaging in sex with multiple partners. On the other hand, some 
women admitted to having multiple sex partners themselves, to having gone outside of their 
primary sexual relationships. Others simply said that they were having unprotected sex in their 
current relationships. Finally, one woman said she wanted to prove to her partner that she was 
negative.  
Hoped for a Change in Status 
Three of the women who had tested HIV positive prior to pregnancy said that they took 
the test because they thought that their HIV status might have changed from positive to 
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negative. One said she thought this because her CD4 count had improved, while the other two 
said they had prayed and wished for it: 
To tell you the truth the reasons I took the test was because I thought it might come up 
negative. [10: HIV positive] 
Wanted to Know Why Previous Baby Died 
Another HIV-positive woman wanted to know why her baby had died after a previous 
pregnancy. 
HIV Testing Experiences 
 There was a clear divide among the respondents with regard to whether they were 
afraid or unafraid to take the HIV test. Of those who expressed fear related to taking the test, 
some said that they were simply frightened of needles, while others were afraid about possibly 
getting an HIV-positive result. A few women said that they prayed to God for a negative result. 
Some women said that they were comfortable taking an HIV test, or were unafraid of 
receiving the results. Of these respondents, two said the reason they were comfortable taking 
the HIV test was because they were sure that their sexual relationships were monogamous, and 
that their sex partners were faithful to them. 
Many of the women interviewed knew that they would be offered HIV testing during 
ANC at the clinics, either because they had been a part of a PMTCT clinic with a previous 
pregnancy, or because they had a friend or relative who had recently been offered HIV testing 
during pregnancy. A few of the women said that they were routinely tested for HIV at their 
places of employment, so were not unfamiliar or uncomfortable with the process. The women 
tested at work included one police officer and two food handlers. 
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Women Who Declined the HIV Test 
Interview data showed that the vast majority of women who are offered HIV tests do 
accept them. A small but substantial number, however, did not agree to an HIV test initially; by 
the end of their care, however, they agreed to the HIV test. Out of the 50 women interviewed, 
only one was never tested for HIV during a clinic appointment. 
Seven participants said that they initially refused HIV testing when it was offered to 
them. Of these seven women, five changed their minds and decided to accept an HIV test 
during their clinic appointment. The five women who eventually were tested for HIV said they 
initially refused for the following reasons: two women felt they were not at risk for HIV 
infection because they were in a monogamous sexual relationship; another said she was afraid 
of getting a positive HIV test result; two others said they wanted to take time to think about it 
first; and another said she had taken the test during her last pregnancy and had not “played 
out” since then. These women said they talked the test over with another person after being 
offered an HIV test at the clinic appointment—either their partner, mother, and/or nurse—and 
were convinced by the other person to take it. 
The two women who were not tested at all during their clinic appointment both said 
that because of their partner’s and/or her own sexual activities, they were afraid they were 
positive and did not take the test because they did not want to know the result. 
Women Who Received the Results of the HIV Test 
The majority of women interviewed for this study said that they received the results of 
their first HIV test at the clinic before delivering their babies. Among the women who received 
their results from a health care provider, most responded that they received them during the 
161 
 
clinic visit that followed the HIV test. For some women, this meant they received their results 
one month after their initial HIV test. Others were attending the clinic more frequently and said 
they received their results one or two weeks after the initial HIV test. A few women had to wait 
two to three months for their test results or said they never did receive the results of their HIV 
test from a health care provider. 
The five respondents who said that they never received any HIV test result before 
delivering their baby said the following. One woman said that she discovered her results were 
recorded only after looking at her clinic card, but that no one from the clinic sat down to 
explain the results to her. Another woman said that she was asked to do a “repeat test,” but 
never received the results from the first test she had taken three months earlier. One woman 
said she was transferred to Georgetown Hospital’s Antenatal Care Clinic before she took a test 
at the community clinic, but did not receive the results of the Georgetown ANC test until after 
giving birth: 
It takes long to reach back sometimes…then I had to go down for it and when I went 
down they were on lunch and I sent my mother back for it but she didn’t get it. [44: HIV 
negative] 
Another two women started attending antenatal care clinic at six months’ gestation but 
delivered prematurely, and therefore received their HIV results after delivery.  
Although not all women were asked whether they accepted and then received the 
results of the second HIV test taken later in pregnancy, at least five women mentioned that 





The majority of women who tested HIV positive for the first time during ANC went to 
other health facilities to be retested to confirm the results. These confirmatory tests were 
usually performed in private laboratories. In the most extreme case, one woman said she had 
received five HIV tests, and her husband seven tests, following a positive result during ANC 
screening. 
Disclosing HIV Test Results 
This section describes whom women told about giving blood for an HIV test and whom 
they told about the results of the test, and their reactions. Women who tested HIV positive (13) 
told others about the results of their HIV test less often. I describe their experiences, identify 
the person they told, and outline the reasons they gave for not disclosing results to partners. I 
also describe the consequences of telling others about their HIV status as reported by women. 
This includes the general reaction of those told and whether disclosure of results initiated a 
change in their relationship or living situation. 
Study participants were asked, “Did you tell anyone you were tested for HIV after 
clinic?” Most women who had not tested HIV positive before their current pregnancy said they 
told at least one person, and many said they told more than one other person that they had 
been tested for HIV at a community clinic. Most said they told their partner they had been 




Only a few of the women said that they did not mention to anyone that they had given 
blood for an HIV test. When asked why they had not mentioned it to someone, the general 
answer was that they wanted to know the results first. One woman said: 
No, I didn’t want to tell anybody until I got the results…I wasn’t sure. I was a little 
insecure about my relationship. [54: HIV negative] 
Most of these participants said they felt comfortable discussing HIV testing with their 
male partners. A few women who initially refused an HIV test reported that their male partners 
encouraged them to take the test. One woman said: 
Because he said it [HIV test] was nothing to worry about and wanted to know why I was 
frightened because he said you can’t frighten, you have to take it. [47: HIV negative] 
A few of the women who had tested HIV positive prior to their last pregnancy and who 
had not told their partners their HIV-positive test results before, said they also did not tell their 
partners about the results of their most recent HIV test. 
Disclosing HIV-Negative Results 
A large majority of the women who tested HIV negative told their partners or other 
family members about their results. According to these women, the reactions of partners 
ranged broadly, from indifference to pleasure: “nothing much,” “he didn’t feel no way about 
it,” “he didn’t say anything,” “he wasn’t surprised,” “they were happy,” “they felt great,” or “he 
was glad.” A few said they did not tell their partners because they forgot. 
Partner Testing 
Although women said that nurses and counselors encouraged them to bring their 
partners in for an HIV test, most often they said their partner either did not come for testing or 
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took the result of the woman’s test as verification of their own HIV status. One woman said that 
when she asked her partner to come in for an HIV test he responded: 
If you are negative he don’t see why he should come. [44: HIV negative] 
At least two women who tested HIV positive had the same experience. One of these had 
had two HIV-positive pregnancies. According to her, when she asked him to get an HIV test, he 
said: 
He done know about me and it don’t make sense he go and find out. [21: HIV positive] 
In both these cases, the man took his wife’s HIV test result, either positive or negative, 
as evidence of his own status. 
One woman tested HIV negative but positive for another sexually transmitted infection 
during ANC, and the nurse, she said, insisted that she bring her husband to the clinic for STI 
testing. He tested HIV positive. With the knowledge that she was negative and he was positive, 
the woman stopped having sex with him, although they still live together she says, “for the sake 
of the children” [41: HIV negative]. 
Disclosing HIV-Positive Status to Others 
Most (9) of the 13 women who tested HIV positive at ANC said they told someone about 
the results of their HIV-positive test. Most women who disclosed their HIV-positive test said 
they told their male partners, and many of these women also told other family members. Some 
women who tested HIV positive did not tell their partners of their HIV-positive status but did 





General Reasons for Not Disclosing HIV-positive Status 
The reasons women gave for not telling others about their HIV-positive status varied. 
Both the women who had disclosed their HIV status and those who had not cited the following 
general reason for not telling family members their HIV status. 
Protecting the Vulnerable: Sick and Young 
Some of the women said they hesitated to tell parents because one or both were sick. 
One woman said she never told her mother, with whom she lives, because: 
I didn’t want her to take it on. [7: HIV positive] 
“Taking it on” or “studying it” are terms women frequently use to describe thinking too 
much about one thing to the exclusion of everything else, i.e., worrying. One woman described 
it like this: 
I see a lot of people when they find themselves sick they would take it on and study it. 
For instance they would study it and it would be like a child to them. [22: HIV negative] 
As another woman described it, some people lack the capacity to handle bad news and 
are thus more vulnerable: 
I don’t think she (mother) will be able to, as I said about the capacity to take certain 
news. That’s the reason why. [13: HIV positive] 
This woman had the support of her husband and she added that she could protect her mother 
as long as she was able to bear it. 
And I am bearing it right now so I don’t think it’s necessary to get anybody else involved. 
[13: HIV positive] 
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Another woman, however, who had not told her partner about her HIV status because 
she was afraid of physical violence, said she did tell her mother, who was diabetic. Here is how 
she described her “taking it on:” 
Well, especially my mother, she is a sugar case right, she does take it on a lot. And right 
now she sugar gone to four hundred and something because she does take it on a lot. 
She does cry a lot. [14: HIV positive] 
One of the things she said her mother was worried about was what would happen to 
her daughter when the woman’s husband found out. The mother was described as going in and 
out of denying her daughter’s status. 
She’s still in the big ‘might have it’ and stuff like that. [14: HIV positive] 
Some women gave multiple reasons for not wanting to tell family members about their 
HIV status. Besides worrying about her mother’s health, she thought telling her might result in 
getting kicked out of the house. 
She might get a nervous breakdown, and I might get kicked out of her house and three 
they might disown me like they did when they found out I got married. [17: HIV positive] 
Another group of family members considered vulnerable and protected from disclosure 
of HIV status were the women’s children. When asked whether her five children knew she was 
infected with HIV, one woman responded: 
Well, you see, I say she [daughter] wouldn’t understand, although she’s nine or so but 
she wouldn’t understand certain things right now. [19: HIV positive] 




He might go away from home…because he might not be able to take it. When I told my 
daughter she could not take it. She started crying. [4: HIV positive] 
Yet another woman, a single mother of five, reflected on her reasons for not telling her 
children: 
If they [children ages 1 to 10] know that I’m HIV positive and then they hear that you die 
from it, they’re going to take it on and then they might not want to do their school work, 
and so, they might get sick or who knows what will happen to them so I can’t let them 
know, I won’t let them know. [18: HIV positive] 
Not Close to Family Members 
A different reason cited by five women for not telling family members was that they 
were not close to them. One woman said her family often fights: 
But everybody will be disappointed because I’m the last and I don’t know what will 
happen because my family is very ignorant right…they like fight and they like curse-out. 
That is why I move from up there and come to town. Cause I don’t want to be in that 
position at all. [2: HIV positive] 
Another woman said her family did not treat her well because of her physical features. 
Since I was small my mother is Amerindian and Indian and my four sisters have one 
father and he is mixed so they have nice hair…but you see I’m dark and they have color, 
so from small they never liked me they would treat me bad…[my mother] told me she 





Fear of Rejection and Scorn 
A substantial number of women said they would not tell certain family members their 
HIV status because of fear of rejection and scorn. One woman who told her partner her status 
said: 
I didn’t tell my aunts, my mom, my sisters and brothers…I feel they would be vex with 
me, they would scorn me and what’s not but time to come I might have to tell them 
someday but to me right now I don’t feel it’s the time to tell them. [31: HIV positive] 
The term “vex” was used often by women to describe someone getting angry. 
Specific Reasons for Not Disclosing HIV-Positive Status to Partner 
The reasons given by the seven women who said they had not disclosed their HIV-
positive status to their partner were of a more serious nature: fear of physical violence, fear of 
losing a place to live, or fear of losing a job. Some simply were no longer in contact with the 
partner. These women often gave multiple reasons (listed below) for not telling their partners; 
we analyzed them by the first answer given. Some women had told another family member 
their HIV status, and some had told no one at all. I have analyzed the responses of these 13 
women together below, according to the main reason they gave for not disclosing their HIV-
positive status to their partners. 
Fear of Physical Violence 
Four women said that they did not tell their partners because they were afraid the 
partner might hurt them. Three of these women thought they might have infected their 
partner. One of these women said: 
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I’m so [nervous], because actually, you got to say is me, I give it to him. I didn’t know 
right, I didn’t know that I had it.  
She said she is afraid of her husband’s temper: 
He has a very high temperature…I don’t know what he would do...for instance, you know 
how it going now, people like murdering people and stuff like that you know. [14: HIV 
positive] 
Another woman who also thought she might have infected her partner said she also 
feared being “beaten” or “killed.” She tried to get her husband to come to the clinic for testing, 
rather than tell him her status. 
I tell him to come to the clinic…tell him that the nurses want to see you at the clinic. He 
say he don’t have time. So I said to myself is okay if you don’t have time, do what you 
want to do. So he never come and check up, do a test or no…no, I did not [tell him my 
status]. [19: HIV positive] 
One young woman, pregnant for the first time, was worried about telling her future 
husband about her test results. She said she does not know who gave it to whom: 
I’m confused, I don’t know what to think.  
She speculated about asking her partner to go with her for an HIV test: 
But what I’m thinking right, if I go to the private hospital and take I and my own is 
positive and his own is negative, what will happen? He will kill me. I don’t know what he 





Afraid of Being Put Out of the House 
Three women responded that they might be put out of the house were they to tell their 
partner they tested positive. For example: 
I feel if I tell him he might want me to move out with the children so I didn’t tell him 
anything until I feel the right time meet I’m going to tell him. [31: HIV positive] 
Another woman, who said she wanted to take another test to confirm her results, said 
that her in-laws, with whom she lived, were people who “own.” She speculated about what 
might happen if they retested together: 
I feel scared…I just can’t believe I got that…but you know I want to do another test but I 
get nervous. [12: HIV positive] 
She said that she just keeps postponing the test. 
Afraid of Losing a Job 
Two women who said they told no one about their HIV-positive status said they were 
afraid that if it were generally known, they might lose their jobs. For example, one who works 
at a hospital where her husband also works has been worried that the doctors who treated her 
and also work at the hospital where she is employed might disclose her HIV-positive status in 
the work place: 
I wouldn’t like for them to chase me from the work site or anything…I still be frightened 






Feelings of Guilt 
A woman who was sexually active with a much younger man said: 
If I had known that at the time I wouldn’t have been with him…. I said if they could get 
him to the hospital because I can’t tell him, right. They must have some way to test him 
and if it shows positive then they must tell him and let him do what he got to do. So he 
could take care of himself more better. I can’t tell him myself. [5: HIV positive] 
No Longer with Partner, or Were Never Close 
Three women said they did not tell their partners because they were no longer in 
contact with them or they had never been close. One said she had been with her boyfriend for 
only six months. Now, she said, they only greet each other on the street. She told her parents, 
cousin, and aunt, all of whom she says are “very much supportive” [11: HIV positive]. Another 
woman was having sex with a man to help support her children. They lost contact after she 
became pregnant.  
Disclosure among Women Who Initially Did Not Disclose HIV-positive Status 
There is some evidence to suggest that women who do not feel comfortable disclosing 
their HIV status may be more likely to do so once they become ill. One of the women who had 
tested HIV-positive several years before and had had at least two HIV-positive pregnancies did 
finally disclose her status to a friend. After being teased for losing so many babies (four of eight 
died) by her relatives, she said she finally told a friend about her status and situation: 
After I started to get really sick I decided to open up…I feel much relieved because they 
said that I must not spread it around and I don’t worry because my boy would say ‘what 
she has, she didn’t buy it.’ [3: HIV positive] 
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Another participant said her mother was the only person to whom she told her positive 
status. She said her mother reassured her that: 
The only time she would tell them [others] is if I get really sick. [32: HIV positive] 
Consequences of Disclosing HIV-Positive Results to Others 
Below are women’s descriptions of the consequences of disclosing their HIV status to 
partners and family members. Consequences include the general reaction of those told, e.g., 
expressing support, denial, grief, disbelief, blame. Disclosure of results may also have initiated a 
change in their living situation or relationship. Twenty-one women said they told their partners 
and often family members; six told a family member only (but not their partners). Seven 
women told no one and therefore the consequences have yet to occur. 
Support 
Twelve of the women I interviewed said that they had told either partners, family 
members, or both, and they felt that they received support as a result. Two women whose 
partners also tested HIV positive said the diagnosis had brought them closer to their partners. 
One woman said: 
At first [he was upset] but now we even living better than before…it helped me. [10: HIV 
positive] 
Another woman, whose husband was sick with AIDS at the time she was diagnosed, said 
she told her sister first, and then told her aunt. The family has been supportive of her and she 
says she is able to help educate her friends without disclosing her status. She said: 
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I would sit [with friends], I won’t tell them naturally that I have AIDS but I would give 
them advice. Because I was telling my sister and her friend don’t do this or that [to avoid 
AIDS]. [27: HIV positive] 
Another not only told her family living in Guyana but also her father in Barbados; he 
now sends her medicine. 
Contagion and the Limits of Support 
A significant number of women said they knew family members accepted them 
regardless of their HIV status because they were willing to share intimate objects with the 
women. One woman who told her mother about her HIV-positive status said: 
My mother would come and would cook and she would eat and sometimes if I leave 
back drink in a cup she would drink my drink. [32: HIV positive] 
Another woman contrasted the supportive treatment she received from her family with 
the unsupportive treatment of a friend by her family: 
They don’t like her and they don’t even eat after her or want to do things for her. My 
mother eats after me. That is not a problem. [23: HIV positive]  
Another woman described the support and care from her family: 
Well they tell me, don’t take it on and just eat good and live a normal life. [29: HIV 
positive] 
Yet another woman said that although everyone should be treated as a human being, if 
you look sick, then the principles of sharing intimate items do not apply: 
But if you looking bad, like you get plenty sores and so, you’re suppose to be in the 
hospital. Not around people cause you know, something could catch. [2: HIV positive] 
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Rather than sharing and being with others, she says, one should isolate oneself from 
others so they do not contract any illness. She may be referring to other types of infectious 
diseases, such as yeast and skin infections, and respiratory infections to which HIV-infected 
people are susceptible. 
Denial 
Seven women described reactions to the HIV-positive test that suggested various ways 
that the family was in denial about their HIV status. One woman, for example, said she told her 
partner her status before they had a sexual relationship and lived together. She said that her 
partner “doesn’t believe” that she “has it,” since she’s not sick. When asked whether she 
understands the risk she is putting him at by having unprotected sex she said: 
I’ve begged that man to use condoms he doesn’t want to use…I don’t know how to get 
him to use condoms. [9: HIV positive] 
She said her HIV-positive status was somehow leaked to her mother, who told everybody. 
First my mother used to behave a little funny. And when she tells people they would tell 
someone else. But in my case people don’t know what to believe because I’m getting 
fatter all the time. [9: HIV positive] 
Others mentioned the belief that looking healthy and/or being fat meant you do not 
have HIV and seemed to bolster the ability to deny being infected. Another participant also said 
that her husband does not believe that she is infected with HIV: 
He believes, but sometimes he would tell me that he don’t think because I look good but 
he know I take treatment… He took two tests but he never went for the results. He 
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doesn’t want to know and plus he’s getting big and strong… When he gets a cold or so, I 
would give him my tablets that they give me to use. [3: HIV positive] 
Yet another woman seemed to be in denial herself about where she might have 
contracted HIV. She reported that her husband was supportive even though he told her his 
tests for employment at Georgetown Hospital were negative: 
Well he was supportive. And at least he was shocked right. Until now he still tries to 
cheer me up, and understanding which in I find that surprising because some men would 
have gone they way already and leave me. [12: HIV positive] 
She rejected the idea that she might have become infected by the father of her first two 
children or her current husband. When asked how she thinks she could have gotten it, she said: 
That is puzzling me. I said the only way I could have gotten it was through my sister 
because at that time I was the only girl in the family and I used to do all the runnings at 
the hospital and I didn’t know well then you had to use gloves. So I was using my hands 
to tidy up, so that is the only possibility. [12: HIV positive] 
Another woman said she had only had one sexual partner and she “can’t believe it” [7: 
HIV positive]. 
Yes I told him [partner] because I told him that he has to come here and do the test 
also…he told me that he is working and can’t get the time to come because at that time 
he was working in Berbice. He told me that he would come to town a day and come and 






[I’m] waiting on him because I said we’ll go privately and do it because I’m still saying 
that it’s not true…I have to see for myself somebody draw this blood and test it right 
there…so I need to see the blood drawn out of me and put in front my face and test it 
right in front of me. [7: HIV positive] 
Another woman described how she ran out of the clinic when she learned she was HIV 
positive: 
She was looking for the paper and I see it and then she tell me that they find HIV in me 
blood and I say what, and I just run out the door… I just stopped coming to clinic till I don 
get baby…  
Although clinic staff tried to contact her at home by telephone many times, she said: 
I used to tell them I’m gone. [16: HIV positive] 
Her partner of 13 years, father of all her three children, reacted as follows: 
He didn’t answer, he just walk and go out, we ent talk like about three months… I got it 
from nowhere else, he know where he get it from. Me and he did break up when me son 
dead for six months. [16: HIV positive] 
A single mother of five just experienced her first HIV-positive pregnancy. She had had at 
least two previous abortions and wanted to abort this pregnancy but it was too far along. She 
said: 
I don’t believe them [results] because I believe in my Lord and I know he [God] could cure 
anything so somehow I don’t get the feeling about it or whatever the case may be so I 
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don’t really take it and make it a study. I just let it ride like a normal story or whatever 
the case may be. I don’t really take it on. [34: HIV positive] 
She says her only problem is how to raise five children as a single parent. 
Feeling Blame or Grief 
Three women described feeling blamed by relatives or grief. One young woman, who 
said she had worked in the bush as a prostitute for a while, was open with her partner and 
family about her HIV-positive status. 
Two women who reported telling their partners and most family members about their 
HIV-positive status said that although everyone knew, they did not discuss it openly. One of the 
women had a two-year-old son who had tested HIV positive and an infant whose status is 
unknown. She said she tested HIV negative for the previous pregnancy but the child tested HIV 
positive at clinic follow-up visits. She said she told the father of her two youngest children: 
Well I cried and he cried. 
She said she told her mother and other family members as well, but they do not talk 
about it much now. 
Everybody just cries, nobody wants to hear about it… I feel really bad when I leave this 
clinic, I would feel miserable whole day until finally I would laugh and catch back myself. 
[24: HIV positive] 
Break in Relationship and/or Change in Living Situation 
Five women said that their relationship broke up and/or their living situation changed 
after they found out they tested HIV positive. 
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One woman said she told the father of both of her children, who currently lives in New 
York: 
After I found the results I was suspicious of him. I told him I had to tell him something, he 
was in America, and he came back like a week later and I thought to myself that he knew 
what was going on…the first thing he asked me was if it was something to do with AIDS. 
[33: HIV positive] 
This participant said that he encouraged her to abort and tried to deny paternity to her 
mother. She lives with her mother and sister now, but has not disclosed her status to them. A 
couple of her partners had died, perhaps from AIDS. She had tested HIV positive years before 
but said she did not really believe it. She said when she tested HIV positive with her last 
pregnancy she told her partner, with whom she had been for several pregnancies. One woman 
had lost at least three babies prior to our interview. When she told him, “he went away.” Now 
she lives by herself with the baby. 
Another young woman told only her partner. She left him and started over by herself 
because, she said: 
I don’t want him no more, because he cost me my whole life, there’s nothing could heal 
me…no he wouldn’t go [for a test]…he say he don’t want to know. [1: HIV positive] 
Yet another young woman married against her parent’s advice. She described a very 
rough childhood that included having been kicked out of her mother’s and stepfather’s house 
at the age of 14. She described her relationship with her husband as troubled. They had both 
gone together to be tested for HIV at Lifeline (a non-governmental organization) and they had 
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discordant results; hers was HIV positive and his HIV negative. After that, she said, they broke 
up and she moved back to live with her mother and stepfather. 
Another very young woman, experiencing her first pregnancy, said she told the father of 
the baby; they cried and took more tests. Eventually they broke up, according to the woman, 
because of “hitting” some months after the child was born. She now lives with her aunt. She 
reflected on the experience, saying she would have had an abortion had she known in time that 
she was HIV positive. 
Going Public 
All the women interviewed said they would not tell anyone outside of their family about 
their HIV status because they feared they would be shunned, or worse. One woman said: 
I don’t want nobody to look at me funny way, you know, that is why [I would not tell 
anyone else]. [10: HIV positive] 
Another said she has not discussed the results of her test with anyone else because it 
would be more difficult to get a job: 
Well after people realize you have this HIV they try to shun you out they treat you 
different than other people, it’s hard for you to have a job and these sorts of things and 
some people don’t even want you around them. So it’s very hard. [12: HIV positive] 
She said that if she were to talk about it outside of her family, people would gossip: 
Yes. They watch and talk about you and make you feel bad, that is why I don’t tell 
anybody my business. I just keep to me, my mother, my children and God. [24: HIV 
positive] 
One woman reported that such a disclosure could result in getting hit on the street: 
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Yeah, and I know somebody who got it and people does scorn them and even pelt them 
when them passing. [16: HIV positive] 
Summary 
Fifty women were interviewed on a broad range of topics related to their HIV testing 
and disclosure experiences as part of a USAID-funded Prevention of Mother-to-Child HIV 
Transmission (PMTCT) program in Guyana. Examining this broad range of women’s testing 
experiences provides insight into the decision-making processes for women around HIV 
services. Women’s experiences of unwanted disclosure of HIV test results and HIV-related 
shame and discrimination are also discussed.  
The first step in PMTCT is to test all pregnant women for the virus. The program in 
Guyana calls for testing women at the first ANC visit. If she tests HIV negative, another test is 
performed toward the end of pregnancy. ANC staff also promote partner testing. The facilities 
use laboratory-based testing and require the woman to make at least two ANC visits to 
complete the testing process. Most women begin attending ANC in their first or second 
trimester of pregnancy, and given the schedule of visits, they generally attend the clinic often 
enough to receive HIV counseling and testing at least once; many receive it twice.  
The women interviewed for this study were asked a range of questions about their 
experiences with HIV testing during their most recent clinic appointment. Following are some 
conclusions about how HIV testing offered through community clinics fits into women’s usual 




Most participants said that they value the clinical services provided through the 
community clinics, including the educational, diagnostic, problem-solving, and emotional 
support they receive from the staff. 
The identified drawbacks of clinical services included that the clinic staff sometimes 
asserted their authority with clinic attendees during clinic hours. Some criticism was focused on 
particular staff members who were said to be moody and unsympathetic to the difficulties of 
pregnancy and the medical procedures that women had to undergo. 
Overall, women value the services of community clinics, and their use of clinical services 
reflects this. They said they usually began attending the clinic during their first or second 
trimester and attended most appointments according to schedule. A large majority of women 
said they usually take all blood screening tests offered as part of ANC, and most said they knew 
they would be offered an HIV screening test at ANC. Many women had an HIV test before; eight 
of the 13 women previously tested had tested HIV positive before they attended their clinic 
appointment. 
Most women said they had received some form of HIV counseling before taking the HIV 
test. Aspects women mentioned that they appreciated about the counseling included feeling 
comfortable talking to the counselors, who gave them strength to take the test (one counselor 
even provided counseling outside clinic hours, when requested). Those who said they were not 
individually counseled reported that during busy periods, staff relied on group HIV counseling 
only. 
Most women said it was their choice whether or not to take the HIV test. Some said it 
was voluntary within a system where HIV testing is reinforced more than once: “You got to take 
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the test because when you go to the hospital, you cannot go home without being tested.” A 
few women reported they were coerced into taking the test or tested without consent. One 
reported that all women at the ANC waiting area were told they must “get the HIV test or 
transfer to another clinic.” 
The main reason women gave for accepting the HIV test was to know their HIV status so 
they could prevent transmitting it to their baby. The second most common reason was that the 
test was being offered through ANC; this made the test convenient, free, and routine, all of 
which women found appealing. Some women said they took the test because they thought 
they were at risk from their partner’s or their own actions. A few women said they accepted the 
test because they were coerced by clinic staff.  
When women find out that they are HIV positive, most will undergo tests at other 
laboratories, usually private ones, to confirm the results. Many have more than one test. A few 
women who tested HIV positive prior to their most recent pregnancy said they took the test 
because they thought they might now have a negative test, either because their CD4 count was 
better or because they had prayed or wished for it. One woman took the test to see whether 
her previous child might have died because she was HIV positive. 
Women have a basic understanding of the major ways in which HIV is transmitted: 
through unprotected sex, and vertically from mother to child. Still, women have only a very 
rudimentary idea of when and how the transmission occurs during pregnancy, labor, delivery, 
and the postpartum period. Few women understood the window period. This suggests that 
women might benefit from knowing more about the physiology of HIV transmission and how 
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this physiology is related to the services they could use to prevent transmission, i.e., HIV testing 
twice, ARV prophylaxis to mother and baby, and counseling on alternative infant feeding. 
Counseling women that HIV is not transmitted through casual contact, such as sharing 
cups, plates, or the toilet, was said to make both HIV-positive and HIV-negative women more 
comfortable interacting with others. One woman expressed the desire for counseling on how 
HIV affects the mother herself rather than just how HIV would affect the baby. 
The majority of pregnant women attend antenatal clinics frequently enough to receive 
HIV counseling and testing twice. A small but significant number of women who tested HIV 
positive, however, did not have even one HIV test result on their ANC cards at the time of 
delivery, even though they were tested: two women because they had not attended ANC more 
than once before having an early delivery, and one laboratory mix-up and retest that was not 
recorded until after delivery. At least five women who mentioned that they were tested twice 
reported not having received the test result of their second HIV test prior to delivery. 
All the women interviewed for this study were asked a range of questions about the HIV 
test, test result disclosure, and the reactions of those they told. Their experiences are 
summarized below.  
A large majority of women told others they had been tested for HIV at ANC. Those who 
did not tell either forgot or were waiting for results, or had tested HIV positive before and were 
not willing to disclose. 
Most of the 13 women who tested HIV positive told someone they were positive. Six 
women informed their partner only, three informed their partner and family, and three told a 
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family member only. No woman told anyone outside of their family, for fear of rejection, scorn, 
and attack, with the exception of one woman who told a church friend. 
The reasons given by seven women who told no one of their HIV-positive status 
included: fear of physical violence from partner (3); fear of being put out of the house (3); and 
fear of losing a job (1). Those who thought they might be assaulted by their partner also 
thought that they might have infected their partner. The reasons given by women for not telling 
family members included: a desire to protect the vulnerable member, lack of closeness to 
family members, and fear of rejection and scorn. 
There is some evidence that women who keep their HIV status a secret for a while 
finally disclose when they become sick, need more support, and are no longer able to hide their 
HIV status. Consequences for those women who told about their HIV status included: receiving 
support; experiencing grief, denial, or blame; and breaking up of relationship and/or living 
situation. Family members demonstrated acceptance of the HIV-infected person by sharing 
intimate items, such as cups, plates, and toilets, or, conversely, lack of support by not doing so.  
Throughout the interviews there is the theme that if a person appears ill from HIV or 
AIDS—especially if s/he has skin problems—the person is assumed to be “contagious.” This 
assumption is used to exclude from normal social contact those sufferers of HIV/AIDS who 
appear sick. Conversely, without these “contagious” signs, an HIV-infected person will have a 
ready alibi to deny infection. 
Although the male partners sometimes support women’s decisions to be tested for HIV 
during ANC, they do not usually come to the clinics for testing themselves. Some women said 
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that their male partners took the women’s test results, positive or negative, as a reflection of 
their own HIV status and did not feel the need to get tested. 
 Chapter 6 provides a contextualized interpretation of the ethnographic data presented 
in this chapter, framing it against some of the larger goals of Pepfar. In Chapter 7, I provide a 








































As noted in Chapter 5, the data and findings that emerged from the ethnographic 
research for this dissertation demonstrate the challenges posed by current templates for HIV 
prevention. The observation and interview data in Chapter 5 describe the specific ways in which 
Pepfar-funded templates for HIV education and risk assessment are communicated and 
interpreted by HIV counselors and their clients during VCT sessions in Guyana. As described in  
the last chapter, Pepfar’s “ABCs of HIV Prevention” campaign was designed to reduce the rate 
of HIV infection in Guyana by explicitly encouraging men and women to abstain from sex, 
practice marital fidelity, and wear a condom during every sexual encounter. Here in Chapter 6, I 
offer a more in-depth interpretation of the ethnographic data and findings described in Chapter 
5, focusing on the central themes that emerged from data analysis.  
The first section of this chapter provides an overview of the study, including highlights of 
important findings from the ethnographic data presented in Chapter 5. The second section, 
“Structure of the Study,” revisits the research questions and aims of the study, and also 
includes a synopsis for each of the first five chapters of this dissertation. The third section, 
“Central Themes,” reflects more fully on the findings that emerged from the study itself, and 
problematizes the ways in which Guyanese people interpret the HIV prevention messages that 
are being communicated to them through the various Pepfar channels.  
Overview  
This study used two U.S. government-funded HIV prevention projects as case studies for 
understanding the use of “universal templates” among vulnerable populations in Guyana: (1) a 
CDC-sponsored mobile HIV testing unit and (2) a USAID-sponsored Prevention of Mother-to-
Child Transmission (PMTCT) program. The overall objective of the study was to identify the 
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disconnections that can be observed between the HIV prevention messages crafted by the U.S. 
Government to “Abstain. Be Faithful. Wear a Condom” and the lived experiences and realities 
of primarily Afro-Guyanese women who find it difficult to adopt these behavior changes. In 
order to understand the source of this tension, I collected ethnographic data representing a 
range of perspectives. These included U.S. Government officials who were involved directly 
with Pepfar programs in Guyana, Guyanese HIV/AIDS workers who were trained to use Pepfar-
developed templates for HIV education and counseling, and Guyanese patients who were 
themselves on the receiving end of this HIV education, counseling, and testing. 
Structure of the Study 
This dissertation is based on an anthropological research project that was conducted 
over a period of six consecutive months (from February – July 2005) in Guyana, South America. 
The exploratory study used ethnographic methodologies, including participant observation of 
voluntary HIV counseling sessions, 50 in-depth interviews with HIV-positive and HIV-negative 
patients, and 10 in-depth interviews with doctors, nurses, counselors, government officials, and 
program administrators who work with HIV programs in Guyana. In addition, a range of other 
HIV program and policy materials were analyzed with regard to the risk and prevention 
messages being promoted among vulnerable individuals in Guyana.  
 As mentioned in Chapter 2 (Review of the Literature), I used two different models for 
formulating a conceptual framework for this study. The first, Judith Justice’s (1986) 
ethnographic research on internationally-funded health programs in Nepal, used a multi-tiered 
approach to investigate the reasons for programmatic failures among the target population. 
The second, Stacey Leigh Pigg’s (2001) investigation on the use of templates for the prevention 
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of HIV infection (also in Nepal), described how universal HIV “facts” are shaped, bent, and 
communicated by Nepalese health care workers. Similarly, this dissertation uses a multi-tiered 
approach to describe the flow of HIV-related information, funding, and services from U.S. 
government agencies, through government bureaucracies in Guyana, into local Guyanese clinics 
and ultimately the Guyanese population most at risk for HIV infection. By using ethnographic 
research methods including in-depth interviews, observations, and document analysis, I look 
more specifically at the ways in which U.S. templates for VCT programs are interpreted, shaped, 
and communicated by Guyanese people. The following sections look more critically at the 
ethnographic data presented in Chapter 5, linking interview responses to the theoretical 
framework laid out in Chapter 2. 
Quality of Interview Data 
 This section provides a brief discussion about my sense of the quality of interviews that 
took place at PMTCT clinics for this research project. As I mentioned in Chapter 4, the 
methodology for selection of research participants involved recruitment of both HIV-positive 
and HIV-negative women who were attending Pepfar-funded PMTCT clinics in Guyana. As noted 
in Chapter 5, I chose the PMTCT clinics as recruitment sites for informants for two reasons. 
First, there were a large number of women who were receiving routinized HIV services 
(including education, counseling, testing, and treatment) at these sites, which meant that I 
could efficiently and purposefully locate relevant informants for this study. Second, these were 
women who already felt somewhat comfortable talking about HIV and AIDS, and already had 
some baseline knowledge of transmission, testing, and treatment. This allowed me to find 
women for whom the topics of HIV “facts,” risk, and the impacts of an HIV diagnosis on 
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intimate partnerships and family life were not brand new. This reduced the likelihood that I, as 
the interviewer, would be introducing these ideas to women for the first time. This was 
important for my research, since I wanted to minimize the potential negative emotions and 
tensions that sometimes result from having conversations about these topics.  
 In order to increase validity of informants’ responses, I also sought multiple interviews 
with individual women whenever possible. Because many of the questions I asked in these in-
depth interviews related to stigmatized behavior and experiences in women’s lives (such as a 
positive HIV status, infidelity, drug use, and interpersonal violence), I knew that it was 
exceedingly important  to establish a high level of rapport and comfort between myself and the 
informants. It is also important to reiterate that women were paid a small incentive (the 
equivalent of US$2.50) in exchange for consenting to an interview for this study. In terms of 
purchasing power, this amount of money would buy an entire day’s meals for women. Because 
most of the women I interviewed were living at or below poverty level, this is not a completely 
negligible amount of money, but nor it is likely so significant as to be coercive. I did get the 
sense that some women consented to completing the interview with me because they wanted 
the financial incentive, and because interviews often took place in a private room in the clinic 
itself, making it convenient to stay there for an extra hour or so after their clinical 
appointments.  
 There were some interviews where it seemed to me that women did not feel 
comfortable talking to me, as indicated by very short or single-word responses to my open-
ended questions or body language or facial expressions that suggested a desire for social 
distance between us. There were also some interviews where women seemed to be giving 
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short responses in order to say something, even if it was not truthful. This is a possibility in any 
kind of research project, where informants do not want to disappoint, or do not want to look 
stupid, or perhaps want to ensure that they will receive the financial incentive after the 
interview. To try to minimize these pressures in women, I usually kept my interview questions 
as open-ended as possible, being careful not to present leading questions. In many cases, I also 
requested (and was usually granted) second or third interviews with women in order to revisit 
questions from previous interviews. Indeed, this strategy appears to have been successful, since 
I sometimes got different responses and/or longer responses to the same questions in these 
subsequent interviews. In this way, I was able to increase the validity of interview data for this 
study.  
Social Experience of HIV Education, Counseling, and Testing 
 As discussed throughout this dissertation, one of the major shared objectives of Pepfar 
and the Government of Guyana is to reduce HIV infection rates among the Guyanese 
population. The cornerstone of the strategic plan for accomplishing this task is the scaling up of 
HIV education, counseling and testing. The underlying assumption guiding this strategy is that 
once individuals gain knowledge about the “facts” of HIV and AIDS (i.e., how HIV and AIDS are 
defined, how HIV is transmitted, what the symptoms are of each, etc.), they will be able to both 
alter their own behaviors to reduce the risk of HIV transmission and to change their attitudes 
toward persons who are already infected with HIV. Accomplishing these two tasks, as seen in 
the interview responses from women in Chapter 5, is not so straightforward.  
 On the whole, my observational and interview data reveal that Guyanese people have 
fairly positive feelings toward clinics and clinical staff. As a result, the experience of receiving 
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HIV education, counseling, and testing does not necessarily produce obvious signs of distress or 
anxiety among recipients of these services. As I mentioned in the Review of Literature in 
Chapter 2, however, the psycho-social experience of HIV testing differs significantly from other 
clinical experiences that center on patient education, counseling, and testing. Indeed, both my 
observational data from the mobile HIV testing unit and my interview data from the PMTCT 
program reveal that patients do equate a positive HIV test with severe, life-altering 
consequences for themselves and for their families. With limited access to ARV medications 
that might extend an HIV-positive person’s life, the majority of people who become diagnosed 
with HIV or AIDS in Guyana live just a few short years after diagnosis. This profound reality 
means that the fear around knowing one’s status is based in legitimate realities.  
Interpreting the ABCs of HIV Prevention 
 When I arrived in Guyana for my initial visit in 2004, I immediately noticed the many 
HIV-related posters and billboards on roadsides, in public buildings, and in clinic waiting rooms 
throughout the capital city. The Bush Administration’s promotion of educational materials that 
implored people to adhere to the “ABCs” of HIV prevention had always struck me as 
oversimplified in most settings. The “ABC” campaign, an acronym which stands for “Abstain, Be 
Faithful, Correct and Consistent Condom Use,” was designed to educate the public about the 
dangers of risk-taking vis-à-vis HIV infection during sexual intercourse. I found that most 
women I interviewed had seen the “ABC” promotional materials, and could even rattle off the 
slogan when prompted. As mentioned in the previous section, the women I interviewed for this 
project were all recruited through the PMTCT clinics themselves, so had been exposed to these 
“ABC” campaign materials, as well as HIV education and counseling sessions as an integrated 
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part of the patient services they received. However, it quickly became apparent that these 
particular educational “templates” were woefully out of touch with the realities of the intended 
audience. A sampling of these materials can be found in Appendix B. 
 According to the Behavioral Surveillance Survey (BSS) conducted in Guyana in 2004-
2005, simply knowing facts about how HIV is transmitted does not mean that people change 
their behaviors. In fact, the BSS stated the following in its 2005 report: 
 “…the practice of multiple sex partners in Guyana is significant and this clearly 
establishes a major risk for HIV/AIDs”; 
 “even though there is high knowledge about the usefulness of condoms in reducing 
the risk for HIV/AIDS large numbers of persons did not comply with advice to use 
condoms in risky situations”; 
 “…the prevalence rate for CSWs [commercial sex workers] remains high (>25%). The 
BSS shows continued practice with CSWs and non-use of condoms” 
 “Guyanese young people still have a perception of low risk and thus place 
themselves in harm’s way”; 
 “…while public awareness programs have led to relatively high knowledge about HIV 
and its transmission, this knowledge has not led to behavior change” (Guyana 
Ministry of Health, 2005) 
As indicated in the bullet points above, the Guyana Ministry of Health has 
acknowledged that knowing about the behaviors associated with higher risk for HIV 
transmission and using that knowledge as an impetus for changing one’s behavior to reduce 
that risk is not necessarily a given. This acknowledgement by a branch of the Government of 
Guyana is important to highlight, as it sits in direct conflict with the stated objectives of the U.S. 
Government and Pepfar to use the prescribed templates for HIV prevention as a requirement 
for funding these services in Guyana. In other words, the Guyana Ministry of Health must 
submerge its concerns about the inadequacies of the Pepfar program templates for HIV 
infection in order to continue to receive the millions of U.S. dollars that likely still benefit the 
194 
 
Guyanese government and health outcomes for Guyanese people. Following is a discussion of 
findings from my fieldwork data that serve to underscore the ways in which the universal 
templates for HIV education (i.e., the “ABCs of HIV prevention”) required by Pepfar fail to make 
sense in Guyanese culture, and exacerbate tensions on multiple levels between the U.S. and 
Guyanese governments, between U.S. government agencies and NGOs delivering HIV services 
in Guyana, and between Pepfar-funded HIV providers and the Guyanese people who are the 
targets of these interventions. 
A: “Abstain”  
 Abstinence-until-marriage is an HIV-prevention message that is aimed specifically at 
youth who have reached puberty, but have not yet reached the age of marriage. Typically, 
Pepfar defines this target group as ages 12 – 25, but acknowledges that this age range will vary 
depending on the local cultural norms for sex and marriage. In Guyana, abstinence from sexual 
relationships is not a new message. Most of the women that I interviewed for this study as part 
of the PMTCT program identified Christianity as their religious belief system, most often 
specifying Catholicism or Evangelical (fundamentalist) Christianity. The teachings of the Catholic 
and Evangelical branches of Christianity in Guyana both subscribe to abstinence-until-marriage, 
and promote the practice of heterosexual marriage as a general rule.  
Most of the women I interviewed who identified themselves as never married and as 
not being in a common-law marriage believed that abstinence from sexual intercourse was 
important, but none of them had actually practiced abstinence. Furthermore, most of the 
women – married or not – indicated in their life histories that they had become sexually active, 
on average, at the age of 15 or 16. Looking again in Chapter 5 at the categories that emerged 
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from initial coding of observations and interviews, we can see that one interpretation of VCT 
clients in Guyana is that the “ABCs” of HIV prevention offer a “choice” of acceptable and 
appropriate behaviors that may minimize a person’s risk for HIV infection. For instance, both 
HIV counselors and clients mentioned that abstinence from sex until marriage – while ideal – 
was only one available option, and that sexual fidelity and condom use were acceptable 
behavioral alternatives given most informants’ inability or unwillingness to abstain from sex. 
Several VCT clients also expressed relief upon testing negative for HIV, stating a desire to 
become “born-again virgins” and abstain from sex until marriage.  
My sense from conducting in-depth interviews with both married and unmarried 
women is that while it is common among women to verbalize a desire to remain abstinent until 
marriage, this is not a common practice in this population. We can further contextualize these 
outward expressions of valuing sexual modesty (or even virginity) among Guyanese women by 
framing them against the cultural norms in Guyana for appearing obedient to existing 
authoritative power structures there (i.e., clinicians, educators, government officials), as 
discussed in Chapter 2 (see Wilson et al 2003). Furthermore, we must also draw on the 
paradigm for gender inequality described in Chapter 2 (see Chevannes 2003, Vance 1991) to 
understand why the informants in this study experience a tension between how they think they 
should behave sexually (i.e. abstain before marriage) and what they say they actually do (i.e., 
begin sexual relationships with men during adolescence, and before marriage). As discussed in 
the literature review, the gender inequalities that exist in the educational and occupational 
sectors of Guyana mean that young women often make decisions to begin sexual relationships 
with older men who can become economic providers for themselves and their families. In these 
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cases, the young women’s morally-preferable sexual abstinence takes a back-seat to more 
imminent needs such as putting food on the table or providing shelter for oneself. After 
constructing several life history narratives for women I interviewed for this study, I see clear 
evidence of women making these choices. For example, several women I interviewed said they 
actively sought out new sexual relationships with men who could provide economic support or 
shelter for the women and their children. Other women continued to engage in sexual 
relationships with men (boyfriends, usually) even after finding out they were HIV-positive, since 
they relied on them for financial support. For specific examples, see the two case studies for 
“Nanette” and “Camille” in Appendix C, each of which reflect scenarios of gender inequality and 
economic dependence. 
B: “Be Faithful” 
For married women or those in long-term relationships, the admonition to “Be Faithful” 
appeared to be inadequate for a variety of reasons. One primary difficulty with the advice to 
remain monogamous in the context of marriage is the structure of long-term relationships and 
families in Guyana. While marriage is often described as an idealized version of partnering and 
romance in much of the Caribbean community, the more common pattern is one of sequential 
monogamy, or serial monogamy, wherein a man and woman are acknowledged to be in a 
“common law” marriage that is not legally recognized. This pattern of partnerships has a couple 
of implications for women that simultaneously make them more vulnerable to HIV infection, 
and make it virtually impossible for them to adhere to the “ABCs” of prevention. First, using a 
condom is synonymous with infidelity and mistrust within the context of long-term 
relationships, particularly where there are children and a family. It follows, then, that the 
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admonition to “Be Faithful” might be a viable alternative for partners who have committed to 
sexual fidelity while in a marriage-like relationship.  
However, because of the nature of common-law marriages in Guyana, partnerships – 
even those resulting in one or more children – are temporary, if long-term. Of the women I 
interviewed, most had been involved in common-law marriages that resulted in children, with 
an average number of three long-term male partners for each woman. Most of these women 
were involved in committed relationships with their male partners for between two and 15 
years. There may be many reasons for the dissolution of such a relationship, including infidelity, 
but the fact remains that the women I interviewed most often have more than two (and up to 
five) committed relationships over a lifetime. The increased number of relationships would 
thereby increase a woman’s odds of contracting HIV through sexual intercourse.   
 Despite being monogamous themselves, most women I spoke to said that they were 
engaged in relationships with men who they suspected or knew for certain were having sex 
with other women. Several of my informants were married to men who worked as laborers in 
mining or timber camps, deep in the Amazon Rainforest. As I mentioned in an earlier 
description of the economy of Guyana, these jobs require men to live away from home for up 
to six weeks at a time, returning to their families for one-week periods in between work cycles. 
Far away from home, in camps that create an atmosphere of social isolation for the laborers, a 
“perfect storm” of events coincides on a weekly basis to make men more vulnerable to HIV 
infection: weekly paydays in cash, alcohol vendors, and sex workers. When I interviewed 
women about whether they felt it was possible to comply with HIV counselors’ advice to 
require their male partners to be faithful in a monogamous relationship, most responded that 
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they did not feel comfortable broaching the subject with their husbands and boyfriends. Many 
women also stated that they did not feel they had any control over whether their male partners 
were faithful, since in Guyana men are expected to have multiple concurrent sexual partners, 
even if they are married or in relationships. 
 Here we see how structural violence against both men and women in Guyana is brought 
about by the intersection of a social system of gender inequality and a political economy that 
favors economic growth and profit of the private sector at the expense of the relationships 
between men, women, and their families. Drawing on the structural vulnerability paradigm 
described in Chapter 2 (see Farmer 1992, Schoepf 1992, Parker 2001), we can see that the 
overlapping structures of inequality around globalization, poverty, race, and gender in 
Guyanese society serve to create a situation in which the “options” presented to Afro-Guyanese 
men and women – for jobs, for sexual relationships, for engagement in family life – are 
themselves increasing these individuals’ risk for HIV infection and transmission. Similar to both 
Pigg’s (2001) and Justice’s (1986) research on the recipients of health service programs in 
Nepal, we can see a picture emerging from the ethnographic data in Chapter 5 about the social 
realities of men’s and women’s lives in Guyana. These social realities of poverty, racism, sexism, 
and HIV-related stigma are visibly at odds with Pepfar’s templates for HIV prevention that ask 
these same men and women to ignore the immediate economic pressures and pervasive 
cultural and gender norms that shape their individual behaviors.  
C: “Correct and Consistent Use of Condoms” 
 Human rights and research organizations such as the Washington, D.C.-based Center for 
Health and Gender Equity (CHANGE) have noted that the “C: Correct and Consistent Use of 
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Condoms” in Pepfar’s ABC’s of HIV prevention campaign usually receives far less attention and 
focus than do the “Abstain” and “Be Faithful” components. According to a 2011 CHANGE 
report, a review of all Pepfar member countries’ strategic plans found that, prior to 2008, the 
Bush Administration encouraged its funding recipients to emphasize the abstinence and 
monogamy aspects of HIV risk reduction, and to spend significantly less time on promoting 
condom use.  
Nonetheless, my observational data of the mobile HIV testing unit and interview data 
from the PMTCT program in Guyana did show that HIV counselors promoted condom use to 
patients. The advice to “use a condom” revealed a dichotomy between what women 
acknowledged as a prevention method and what they were able to integrate into their sexual 
relationships with male partners. In other words, most women I interviewed told me that they 
understood that condoms were the most effective way to prevent HIV infection through sexual 
intercourse. However, when questioned about whether they actually used condoms within 
their long-term relationships, most of these same women said that they did not use condoms. 
 Some women state that their reasons for not using condoms usually had to do with the 
association of condoms with mistrust and infidelity. Within the context of committed 
relationships, as described in numerous other studies on the subject cited in Chapter 2, it would 
be understandably difficult for both men and women to initiate condom use with their intimate 
partners. Another reason that women did not want to use condoms with their male partners 
was related to a desire (often current and immediate) to become pregnant.  
It should be noted again that for Pepfar’s HIV programs in Guyana, it was most often 
women who were the recipients of HIV prevention messages, since most of the focused HIV 
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education, counseling, and testing happened in the context of PMTCT programs. As described in 
Chapter 5, there was an obvious tension that arose for women between knowing how to 
prevent HIV infection (in this case, using a condom) and actually initiating a conversation about 
condom use with an intimate male partner. Framing these interview responses against the 
theories of gender inequality in intimate relationships described in the literature review in 
Chapter 2 (see Vance 1991), we can see that an emphasis on the cognitive processes of a 
behavior change model in the context of intimate relationships (such as Pepfar’s) ignores the 
gendered dynamics of courtship, dating, marriage, reproduction, and sex work in cultures. In 
the Caribbean in particular, the sexual and gender inequalities described by Lewis (2003) create 
situations of sexual coercion and control for women. The hesitation or outright refusal of 
Guyanese women in my study to initiate condom use with their male sex partners makes sense 
when framed against these intractable cultural norms around gender roles in sexual, romantic, 
and familial relationships. 
Assessing Pepfar’s Objectives and Outcomes in Guyana  
In the last decade, several studies have been conducted to assess the state of the 
HIV/AIDS epidemic among Guyanese populations. Out of these studies have come many 
recommendations for how best to target future funding for HIV-related services. It is important 
to understand the findings of these studies, and to critique their stated recommendations to 
the U.S. and Guyanese governments – not only because these constitute a huge outflow of 
funding, but because they also incorporate universal templates for delivering those HIV 
services. If, as my study suggests, those universal templates are not in line with the lived 
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realities and expectations of Guyanese people, it is then essential to locate the points at which 
that disconnect occurs. 
 Pepfar relies on “Monitoring and Evaluation” studies, in particular, to assess the extent 
to which their programs have been successful. One such USAID-Guyana report published in 
2007 lists indicators for “USAID Achievements” from 2004-2007, which includes: 
o “Number of service outlets that provide the minimum package of PMTCT services 
according to national or international standards; 
o Number of health workers trained in the provision of PMTCT services according to 
national or international standards; 
o Number of pregnant women who received HIV counseling and testing for PMTCT 
and received their test results; 
o Number of individuals reached through community outreach that promoted 
HIV/AIDS prevention through abstinence and/or being faithful; 
o Number of individuals trained to promote HIV/AID prevention through abstinence 
and/or being faithful.” (USAID 2007) 
That the above are used as indicators for a determining the degree to which a Pepfar program 
is successful is telling. These universal templates for behavior change related to sexual 
relationships are the cornerstone of all Pepfar programs. When comparing these Pepfar 
objectives, indicators, and measures to the observational and interview data in Chapter 5, we 
can see that the assumptions about individual behavior change are misguided. When “success” 
is measured in the number of people who are “reached” by such messages about behavior 
change, we are at risk of losing perspective about our ultimate objective. Success should be 




 There is, in this USAID report, some awareness that gaps still exist between these 
universal templates for behavior change, and ensuring that behavior change occurs among 
individuals. The report states,  
“The primary challenge or obstacle to reducing HIV in Guyana today was identified by 
interviewees as changing behaviors. Many respondents described awareness campaigns 
and quoted national survey results that illustrate that awareness and knowledge are 
high in Guyana. The next challenge is to effect individual risk perception and behavior 
change.” (USAID, 2007, emphasis added) 
 
Later, the report says,  
“Prevention services canvassed the country with nearly exhaustive coverage by 2007. 
Although 103, 658 people were reached by community outreach designed to promote 
behavior change, it is not clear whether the correct people were reached with behavior 
change messages.” (USAID, 2007 emphasis added) 
 
A few years earlier, in 2003-2004, USAID funded a Behavioral Surveillance Survey (BSS) 
designed to assess baseline information about HIV-related knowledge, risk behavior, and 
discriminatory attitudes. Similar to the USAID monitoring and evaluation report quoted above, 
the BSS survey found that: 
“Overall, reported levels of knowledge of HIV transmission were very high, but all of the 
populations surveyed had some misconceptions about HIV.” (USAID 2003, emphasis 
added) 
 
And, at the same time, 
 
“Mass media interventions targeting youths do not seem to be reaching much of their 
intended audience.” (USAID, 2003, emphasis added) 
 
 A Pepfar-funded evaluation study of PMTCT programs in Guyana in 2005 offered a 
variety of recommendations.  
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“Update the national PMTCT protocols to ensure that all women who come for ANC, 
regardless of the length of their pregnancy, are tested for HIV and receive their results.” 
(USAID, 2007) 
 
Testing all pregnant women for HIV is probably the most effective intervention with 
regard to reducing the vertical transmission of the virus from mother to child during childbirth. 
In Guyana (and elsewhere in the world), HIV-positive women who know their status can 
request and receive a drug called nevirapine during labor and delivery, which has a 98% 
effectiveness rate for preventing HIV transmission to the baby. This is unarguably a beneficial 
intervention. However, this policy decision does little to describe how women should deal with 
the inevitable negative consequences of receiving an HIV-positive diagnosis. Narrowly focusing 
on preventing HIV transmission during childbirth ignores the peripheral problems of unwanted 
disclosure of the mother’s HIV status, and the resulting stigma and discrimination that can 
result. 
Another recommendation from the same report suggests to:  
 
“Add PMTCT program components to ANC and delivery care services:  Promote the idea 
that HIV testing is a standard part of ANC and is important to ensure an optimal 
pregnancy outcome for the mother and child. Women who deliver at home should be 
counseled to receive HIV testing when they first bring their infant in for vaccinations or 
other care. Health care providers should use ANC visits, as well as deliveries, as 
opportunities to educate women about HIV transmission and prevention.” (USAID 2007) 
 
Once again, treating HIV testing as a routine part of antenatal care is certainly consistent with 
Pepfar’s goals of reducing the number of HIV-positive persons, but does little to look at the 
possible negative outcomes (for both mother and child) in receiving an HIV diagnosis, 
particularly when a mother is in danger of being abandoned or abused by her partner if he 
becomes angry or resentful or fearful after learning of the situation. 
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Another recommendation states: 
 
“During counseling sessions, emphasize the concept of discordant couples.” (USAID 
2007) 
 
The question here is, to what degree do these recommendations by USAID for future 
HIV prevention programming take into account the lived experiences of vulnerable or at-risk 
individuals, families, and communities? In an interview with Julia Rehwinkel, the Public Health 
and Nutrition Officer for USAID in Guyana in 2005, I asked her this question. She replied that 
the focus of Pepfar-funded programs around the world was on successful outcomes. In other 
words, there has emerged recently a body of literature (particularly in medicine, public health, 
and public policy) called “evidence-based research,” in which future programs build on the 
architecture of existing or past “successful” programming that has ostensibly achieved its goals 
and objectives. While this does make sense to a certain extent (and indeed, is an approach that 
works well in the worlds of biology, chemistry, physics, technology, etc.), it is an approach that 
also obscures the cultural differences that account for variants in human behavior across the 
globe.  
Chapter 7 proposes ideas for refashioning Pepfar’s HIV prevention messages so they 
more adequately address the lived experiences of highly vulnerable Guyanese men and women, 
and so they also take into account the agency that is already being demonstrated by Guyanese 
people. This chapter also presents an analysis and critique of some of the U.S. Government’s 












Chapter 1 of this dissertation provides an introduction to the study, and makes a case 
for conducting a study about the process of communicating information about HIV and AIDS 
using “universal templates” developed outside of a culture, and understanding how that 
information is then interpreted by the intended audience -- in this case, the population of 
Guyana. Here, I also present research questions for the study, including: How is AIDS 
contextualized in the rhetoric of local governments, regional laboratory centers, and 
international donors in the Caribbean?  How do these entities collectively and individually 
shape conceptions of HIV risk, individual responsibility, and prevention in a local VCT program 
in Guyana?  How do patients and providers in the local clinical setting interpret and utilize these 
concepts in their interactions with each other, their families, and their communities? 
Epidemiological data for HIV/AIDS morbidity and mortality in Guyana are also included, along 
with a description of highly vulnerable populations within Guyana.  
 Chapter 2 presents a review of the relevant literature around the topics of HIV 
counseling and testing, social stigma and discrimination around HIV testing, diagnosis, and 
disclosure of one’s HIV status, and the availability of treatment and care for persons who are 
diagnosed with HIV. This chapter also provides a theoretical framework for the study by 
drawing on research in the area of medical anthropology, and focusing more specifically on the 
structural violence paradigm for analyzing global inequalities for HIV/AIDS morbidity and 
mortality.  
 Chapter 3 offers some contextual information to give the reader a better sense of the 
geography, culture, and epidemiology of HIV in Guyana. I have included maps and pictures 
showing various research sites for this study, as well as some written descriptions of these 
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areas. This chapter also gives a brief demographic overview of the Guyanese population as a 
whole. Because there are many governmental and non-governmental organizations involved in 
HIV/AIDS programs and services in Guyana, I have included an organizational chart for one of 
these NGOs (Family Health International) to show the flow of international HIV funding into the 
country. Data tables showing the amounts of Pepfar funding between the years 2004-2011 are 
found in this chapter as well. 
 Chapter 4 describes the methodological design of my research study, including the 
specific tools for data collection that were used: participant observation, ethnographic 
interviewing, and analysis of primary and secondary materials. Here I also address some of the 
difficulties I faced while conducting fieldwork in Guyana, including challenges I encountered in 
the field. This chapter also introduces the two Pepfar-funded programs that I used as case 
studies for the analysis of universal templates for communicating information about HIV and 
AIDS in Guyana. 
 Chapter 5 presents the ethnographic data (including observational and in-depth 
interview data) that I collected while conducting fieldwork in Guyana. The data are organized 
according to central themes that emerged during data analysis. For the pilot phase of my 
fieldwork, which focused on a CDC-funded mobile HIV testing unit in Guyana, themes for 
analysis include HIV workers’ perspectives on the importance and relevance of HIV-related 
knowledge, the difficulties in working with Pepfar-funded U.S. agencies in Guyana, and the 
challenges and rewards of working closely with patients around HIV counseling and testing. For 
Phase I of my fieldwork, which focused on a USAID-funded Prevention of Mother-to-Child 
Transmission (PMTCT) program in Guyana, data collection focused on female patients’ 
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perspectives with regard to HIV education, counseling and testing, the ways in which HIV 
prevention messages are interpreted or dismissed, and the realities of living with HIV in 
Guyana. 
 Chapter 6 presents a broader analysis and interpretation of the themes that emerged in 
the ethnographic data, particularly as they relate to the intersection of Guyanese culture and 
U.S. templates for communicating information about HIV/AIDS. Topics for discussion include 
the social experience of HIV education, counseling and testing, gender inequalities with regard 
to HIV risk, and consequences related to disclosure of an HIV-positive status. I also link these 
emergent themes to the literature review and theoretical framework presented in Chapter 2. 
This final chapter offers thoughts about refashioning messages about HIV risk and 
prevention, particularly for Pepfar programs and local governmental and non-governmental 
agencies working with the general population in Guyana. I also include some ideas for adopting 
new policy-level strategies for addressing the most vulnerable communities, including sex 
workers, girls and women of reproductive age, and male laborers. The last section of this 
chapter provides suggestions for future research that might illuminate the pathways to more 
effective HIV prevention programming in Guyana and elsewhere in the developing world. 
Refashioning Ideas about HIV Risk and Prevention in Guyana 
 Pepfar’s continued commitment to funding HIV education, prevention, and treatment in 
Guyana for the next several years necessitates a re-evaluation of the “universal templates” that 
are used to target populations that are more vulnerable to HIV infection. Given that Pepfar has 
fallen somewhat short of achieving its stated goals for reducing HIV prevalence rates in Guyana 
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and elsewhere, this section presents ideas for refashioning Pepfar’s approaches to HIV risk 
behavior in Guyana, thereby improving HIV program outcomes in the future. 
Emphasizing the “C” in ABC’s of HIV Prevention 
The research questions posed in Chapter 1 of this dissertation sought to capture the 
differing perspectives among governments, NGOs, health care providers, and patients with 
regard to HIV risk and prevention based that was based primarily on behavior change models. 
As mentioned in Chapter 1, the Bush administration adopted the “ABC” campaign (Abstain, Be 
faithful, Correct and Consistent Condom use) as Pepfar’s original HIV prevention approach in 
2003, though typically emphasized the “A” and “B” of this slogan, sometimes to the exclusion of 
“C.” This ABC campaign had been shown to reduce the HIV infection rate in the African country 
of Uganda in the late 1990s-early 2000s, and the creators of Pepfar sought to capitalize on 
these early successes. Critics of this ABC approach have argued that while Pepfar was very 
successful in getting treatment to millions of people, the pace of new infections in Pepfar focus 
countries continued to grow (Bendavid and Bhattacharya, 2009). 
The original 2003 Pepfar law required that 33% of all funding for prevention activities be 
spent on programs that emphasized abstinence-until-marriage and sexual fidelity. With the 
reauthorization of Pepfar in 2008, this earmark was removed from the legislation. However, it 
was replaced with a requirement that the Global AIDS Coordinator report to Congress if less 
than 50% of funding to prevent sexual transmission of HIV is spent on abstinence and fidelity 
programs in countries with generalized epidemics, such as is occurring in Guyana.  
The new reporting requirement continues to emphasize abstinence and fidelity to the 
exclusion of more comprehensive approaches, such as those that include education about male 
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and female condoms. This can be counter-productive for organizations receiving Pepfar funding 
who may censor their prevention activities and fall short of providing comprehensive HIV 
prevention services to women, men and young people. It has been argued by critics of Pepfar 
that, by creating preferences for programs that do not include safe sex information, this policy 
by definition undermines comprehensive, rights-based approaches to sexual and reproductive 
health (Center for Health and Gender Equity, 2011; ActionAid, 2011). 
Globally, the majority of HIV infections occur through sexual contact between men and 
women. Comprehensive prevention strategies are needed to ensure that women, men and 
adolescents are equipped with the knowledge, tools and skills necessary to prevent HIV 
infection and practice safe sex. Funding restrictions like the abstinence and fidelity reporting 
requirement hinder access to life-saving information and services and must be eliminated. In 
fact, congressionally-mandated reports from the Institute of Medicine and Government 
Accountability Office (GAO) found that the abstinence-until-marriage earmark was hindering 
prevention efforts on the ground. While the earmark is no longer part of U.S. law, the analysis 
included in these reports is still relevant when assessing the abstinence and fidelity reporting 
requirement. 
Inclusion of Sex Workers in Outreach, Education, Testing and Treatment Efforts 
Studies done among commercial sex workers in Guyana prior to 2001 showed a 
prevalence rate of approximately 46%. A more recent study completed in 2004 reports a 
prevalence rate of 26.6% among Guyanese sex workers (Government of Guyana 2012). In any 
case, it is clear that CSWs in Guyana are a group at higher risk for HIV infection than the general 
population. As mentioned earlier in Chapter 2, heterosexual penetrative intercourse between 
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male workers in the mining and timber industries and female commercial sex workers are 
fueling the higher prevalence rates in Guyana. It is therefore imperative that commercial sex 
workers be included in Pepfar’s program activities for outreach, education about condom use, 
HIV testing, and treatment. 
Current U.S. law requires all organizations that receive Pepfar funding to have a policy 
that explicitly opposes prostitution and sex trafficking. This policy, known as the anti-
prostitution pledge, or the Anti-Prostitution Loyalty Oath (APLO), has been shown to have a 
negative impact on prevention efforts because it undermines the most effective approaches to 
working with sex workers (CHANGE 2011). 
Sex workers are among the most marginalized people in any society and often lack 
access to social and health support systems – while being at increased risk of HIV infection. 
Their rights to access health care and to be free from violence are frequently violated, making it 
essential that organizations work with them non-judgmentally. Organizations that build trust 
with and peer relationships among sex workers have yielded dramatic reductions in HIV 
infections among these populations. But researchers have found that these organizations are 
unlikely to sign the pledge, making them ineligible for funding (CHANGE 2011). Other groups 
have been cut off from funds because of over-interpretation of the policy by U.S. officials in the 
field, made possible because the government has not clearly defined what constitutes a 
violation of the policy (AidsAction 2011). Moreover, the pledge has led organizations to 
eliminate, scale back, or censor their prevention efforts with sex workers, undermining best 
practices in public health. 
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As a result, the pledge has led to further alienation of already-stigmatized groups, given 
free rein to police who abuse or extort money from sex workers, and resulted in further 
violence, discrimination and human rights violations against women, men and transgender 
people in prostitution (CHANGE 2011). The policy is driving sex workers underground and away 
from the non-governmental organizations and health workers best poised to provide them with 
HIV prevention, health and alternate-livelihood services. 
Pepfar’s most recent five-year strategy, published in 2009, states that services must be 
responsive to the public health needs of marginalized communities, including persons who are 
engaged in commercial sex work. More specifically, Pepfar has pledged continuing support for 
its member countries in the following activities: engaging in targeted prevention, care, and 
treatment outreach for prostitutes; helping governments to support alternatives to 
prostitution; and working to reduce demand for prostitution. However, until the pledge is 
clarified or removed, it will continue to create confusion in the field, keeping sex workers from 
the life-saving programs that they need and that are their right. 
Adopting a More Comprehensive Strategy 
In its revised policy, Pepfar adopts many of the recommendations that global advocates 
have long sought. It embraces integration of HIV/AIDS services with other sexual and 
reproductive services and commits to educating all youth ages 15 and older with 
comprehensive knowledge about HIV prevention. It also focuses on addressing the drivers of 
the epidemic: including stigma, low male partner involvement, and gender-based violence. The 
strategy also envisions expanding high impact prevention interventions, including prevention of 
mother to child transmission, male circumcision, and services for people who inject drugs, as 
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well as the participation of people living with HIV in the design and implementation of the 
programs that serve them, which if implemented will contribute substantially to the quality of 
these interventions. 
However, unless Congress takes action, Pepfar will continue to be constrained from fully 
embracing evidence-based approaches to prevention because of the funding directive that 
gives preference to abstinence and faithfulness programming. According to the World Health 
Organization (2010), AIDS is the leading cause of death among women between the ages of 15-
44 worldwide. According to the most recent prevalence data in Guyana published in 2005, 
nearly 40 percent of those living with HIV in Guyana are women (UNAIDS 2005). There is a 
critical need to address inequalities between women and men that influence sexual behavior 
and the norms that put women at higher risk of infection and create barriers to accessing 
HIV/AIDS services. In response to women’s advocacy groups, the Office of the Global AIDS 
Coordinator (OGAC) recognized that addressing gender issues is essential to reducing the 
vulnerability of women to HIV infection and responded by integrating gender strategies into its 
care, treatment, and prevention programs. 
Pepfar focuses on five key cross-cutting gender strategies in its attempt to curb 
HIV/AIDS, ensure access to quality services and mitigate consequences of HIV. These strategic 
focus areas include: increasing gender equity, addressing male norms and behaviors, reducing 
violence and coercion, increasing women’s and girls’ access to income and productive 
resources, and increasing women’s legal protection. Activities in support of these focus areas 
are assessed annually during the Country Operational Plan review process. In 2008, 
approximately $1 billion was dedicated to more than 1,000 activities that included 
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interventions to address one or more gender focus areas (Pepfar 2008). However, there has 
been no way to assess the extent or quality of these activities. 
These strategies fall short in adequately addressing the AIDS pandemic among women 
and girls because prevention policies fail to meet the needs of women in Guyana and in other 
developing countries. Through U.S. preferences for abstinence and faithfulness programs, the 
prevention needs of married women are ignored. Moreover, young women need to have 
access to full information and services, not the piecemeal, abstinence-focused programs 
offered to youth by many U.S. grantees. The fact that most women and young women are 
contracting HIV within marriage or primary partnerships is a clear sign that focusing on 
abstinence and fidelity does nothing to empower them in protecting themselves. Innovative 
strategies for prevention that provide women and young women with the tools required to 
protect themselves – including female and male condoms and programming - need to be 
emphasized and implemented broadly. 
The new U.S. Global Health Initiative (GHI) prioritizes a woman- and girl-centered 
approach, which prioritizes the health of women and girls as vital to the health of their 
communities (GHI 2010). As part of the GHI, Pepfar has also expressed a commitment to this 
approach, embracing the idea that the marginalization of women negatively affects women’s 
access to health care and the protection of their health and rights. 
One idea that has received recent attention in both public health and human rights 
communities is the effectiveness of female condoms in reducing HIV risk for women (UNFPA 
2012). The female condom, which protects against HIV transmission and allows women to plan 
their pregnancies, is a tool that women can initiate themselves, giving them a say in their own 
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protection. In some documented cases, female condoms have been used surreptitiously by 
female commercial sex workers, without the knowledge of their male clients who refuse to 
wear condoms themselves (Laga et al 2003; Feldblum et al 2001).  
HIV is a sexual and reproductive health issue, both because sexual transmission is the 
greatest cause of new infections, and because women living with HIV have urgent reproductive 
health needs, including the need to avoid unwanted pregnancy or prevent HIV transmission to 
any children they wish to bear. By failing to require strong linkages among maternal health, 
family planning and HIV interventions, Pepfar has missed countless opportunities to improve 
health and save lives. 
As Pepfar moves into its second decade, it is imperative for both policymakers and on-
the-ground personnel to re-evaluate its programmatic mission and strategies for reducing HIV 
and AIDS in resource-poor settings such as Guyana. The following section makes suggestions for 
policy and program changes.  
Ideas for Addressing Structural Inequalities with Pepfar 
Anthropologists have often served as social critics of internationally-funded projects 
that do not adequately draw on local cultural paradigms for change. That these top-down 
approaches still exist in the 21st century probably should not come as a surprise. This study has 
focused primarily on understanding the gaps in “communicating AIDS” to vulnerable 
populations of people in the Caribbean country of Guyana. Policy-makers, program 
administrators, and public health researchers have themselves adopted and re-produced nodes 
of scientific knowledge around HIV/AIDS, and have then sought to educate people all around 
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the world – to make individuals well-versed in HIV “facts” and knowledge so that they can then 
feel compelled to change their high risk behaviors.  
As this study shows, educating a population of so-called high risk individuals about the 
“facts” of HIV and AIDS is something that is fairly easily accomplished. Patients and health care 
workers both demonstrated the relative effectiveness of these educational campaigns. 
However, these programs have not questioned the underlying assumptions on which they 
operate. In other words, can it be considered an “achievement” (as Pepfar claims) that a 
population has become knowledgeable about the facts of HIV and AIDS, when these facts do 
nothing to compel behavior change in these same individuals? What is it about the lives of 
these individuals that makes it difficult, or even impossible, to change ones behavior in the 
ways that are described in these educational campaigns? As we saw in Chapters 5 and 6, the 
decision-making of Guyanese people is influenced by a range of interconnected and 
complicated factors, including poverty, spiritual belief systems, stigmatized behavior, and 
gender inequalities. 
While there is value in identifying and understanding the gaps in communicating AIDS 
when using universal templates for HIV/AIDS programs, we cannot stop at leveraging a critique 
of the system. Following are suggestions for a three-fold approach to reallocating Pepfar funds 
so that they might become more effectual in preventing the spread of HIV among high-risk 
populations, including those in Guyana. 
Empowering Guyanese Women  
Operating within a structural vulnerability framework for understanding individual 
behavior, it makes sense to funnel monies to programs that seek to rectify the structural 
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inequalities that are fueling increased rates of HIV infection. Taking much of the funding out of 
educational campaigns, and reallocating it to addressing structural inequalities for girls and 
women, would likely be provide a more lasting positive impact on individuals. More specifically, 
funds that provide girls and women with greater opportunities for education, occupational 
training, and economic advancement would result in greater economic equality for women of 
all ages. Providing HIV-positive women in particular with greater access to economic support 
for their children and families would also ensure that women would be less likely to engage in 
high risk behaviors (for example, exchanging sex with men for economic assistance) that might 
increase rates of HIV transmission.  
If Pepfar were to increase funding for girls’ and women’s training and education, they 
would ensure that women had more long-term economic viability, thereby making them more 
equal partners in their romantic and sexual relationships with men. Research in developing 
countries has shown that when gender inequalities exist in educational and work settings, girls 
and women demonstrate less agency in their decisions around sex and relationships. This study 
also presents interview data showing that women are caught in a situation where they must 
often acquiesce to men’s decisions to not wear condoms, or to abstain. They are also often 
aware that men are not “faithful,” but do not feel that they can leave the relationship because 
of their economic dependence on men. This often means that girls and women are less able to 
heed warnings to abstain from sexual intercourse, remain only in monogamous relationships, 
or insist that their male sexual partners wear a condom, even if they want to. Local norms 
among the Afro-Guyanese community in Guyana also mean that common-law marriage is also 
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the norm. Imploring a girl or woman to “abstain” from sex until marriage therefore does not 
make sense to a large proportion of women who are being targeted by these Pepfar messages.  
Empowering Afro-Guyanese Men and Other Vulnerable Populations 
Women, of course, are only one important part of the equation when considering 
programmatic changes that might reduce HIV prevalence and incidence in Guyana. As we saw 
in my interview data with women of reproductive age in Guyana, most of their risk for HIV 
infection comes from their male partners – husbands, common-law partners, boyfriends, and 
other men with whom women have sexual relationships. Therefore, it is vital to examine the 
risks posed to Guyanese men who are becoming infected with HIV, and refocusing prevention 
programming to address the underlying social forces that make men more vulnerable to 
exposure. Chapter 2 describes the economic landscape of Guyana, including some of the major 
gender differences when it comes to occupations which appear to have higher rates of HIV 
infection among their workers. Afro-Guyanese men in particular are more likely than Indo-
Guyanese or White Guyanese men to hold jobs that are low status and low wage. To this point, 
Afro-Guyanese men are more likely to find work in the mining and timber industries, where 
they are required to leave their families and communities for weeks at a time in order to work 
in the interior regions of the Amazon. While in these mining or timber camps, employers are 
known to pay the workers in cash at the end of a work week, usually preceding a weekend, 
which they will spend in relative social isolation among their coworkers. Employers will often 
bring truckloads of alcohol to the camps on the weekends, and at the same time encourage 
(and even transport) female sex workers from surrounding communities to the camps. It is this 
combination of cash, alcohol, sex workers, social isolation, and long-term disconnection from 
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families that is believed to have fueled the HIV epidemic in Guyana. This is also very similar to 
the understanding of epidemiology in other parts of the world. 
While it is fairly common, even in Guyana, for governments and international agencies 
to acknowledge the link between these particular job sectors and increased risk for HIV 
infection, very rarely do we see HIV programs that seek to hold employers in these industries 
accountable for their role in promoting high risk behavior among their male workers. In other 
words, a government policy that focuses on mining and timber camps might seek to regulate 
the high-risk practices that are ultimately fueling HIV prevalence rates in Guyana.  
This begs the question: why aren’t governments already regulating the high-risk 
practices of these companies? The answer lies in the economic benefits that the government of 
Guyana receives as a result of a hands-off approach to the mining and timber industries. 
Because Guyana is a resource-poor country, it lacks the capital to extract valuable timber and 
minerals. This makes the economy reliant on outside (i.e., foreign) investors and companies 
from places like Germany, Canada, and the United States, who strike mutually-beneficial deals 
with the government of Guyana. These agreements usually mean that foreign companies are 
subject to less regulation in exchange for hefty payments to the national treasury of Guyana. If 
the government of Guyana were to impose new regulations on these companies, even with 
regard to their Guyanese employees, companies may see such regulations as restrictive and 
expensive, and simply withdraw from the region. 
Increasing Availability of ARV Treatments for HIV-Positive Individuals  
As mentioned earlier, Guyana and other low-income countries have been encouraged to 
scale up HIV testing for the entire population, even while ARV treatments are unavailable for 
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persons who are identified as HIV-positive. While both Pepfar and the Government of Guyana 
have published reports since 2007 (after the data for my research study was collected) showing 
that the purchase of ARV and other life-extending HIV/AIDS medications are now more widely 
available in Guyana, there are not nearly enough to meet the demand, given the sharp increase 
in HIV-diagnosed individuals in Guyana during those same years.  
Throughout this dissertation, I have described the programmatic template for Pepfar’s 
delivery of voluntary HIV counseling and testing programs in Guyana during 2005-2006. In 
doing so, I have attempted to outline the assumptions underlying these VCT programs in order 
to understand the ways in which they have succeeded or not for the population of Guyanese 
people that they were intended to serve. Although much of what I have described in these 
chapters has been a critique of Pepfar, it is important to acknowledge that – since I left the field 
in 2006 – the program has increased delivery of ARVs to treat HIV-positive persons in Guyana. 
According to UNAIDS, by the end of 2007, an estimated 3,240 individuals tested positive for HIV 
in Guyana.  By the end of September 2007, a total of 1,949 patients were receiving necessary 
ARV treatments. This means that an estimated 60% of known HIV-positive patients were 
receiving appropriate treatment for HIV. The United States, in comparison, was in 2010 
estimated to provide necessary ARV treatments to about 45% of the known HIV-positive 
population2. 
                                                          
2
 According to the MMWR (2011), 9.6% of U.S. adults in 2010 had been tested for HIV during the preceding 12 
months (range by state: 4.9%–29.8%). Of the estimated 942,000 persons with HIV who were aware of their 
infection, approximately 77% were linked to care, and 51% remained in care. Among HIV-infected adults in care, 
45% received prevention counseling, and 89% were prescribed ART, of whom 77% had viral suppression. Thus, an 
estimated 28% of all HIV-infected persons in the United States have a suppressed viral load. This data shows that – 
of those HIV-positive U.S. adults who knew of their diagnosis – 45% were prescribed ART in 2010. 
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It should also be noted that Pepfar has stated that its funding priorities include an 
increase in HIV/AIDS treatment supplies via the Clinton Foundation. It is ironic, given that the 
HIV education portion of the templates for HIV counseling and testing in Guyana let the patient 
know that an HIV-positive diagnosis is not a “death sentence,” and that many HIV-positive 
persons live a “long and full life” with the help of medications. While I fully realize that the 
promise of future treatments is a step in the right direction for Pepfar and Guyana, I do think 
that the offering of HIV tests without the availability of treatments for all who need them 
presents an ethical problem. My interview data reveal some of the emotional and interpersonal 
consequences of such program policies, in that HIV-positive persons are more at risk for mental 
health problems, stress, and marginalization and ostracization by their family members and 
peers when their status is disclosed to those around them.  
Another area of research might look at the long-term effects of living with an HIV-
positive diagnosis for people who do not have access to treatment and care. In other words, 
when women who are the primary supports (financially and/or emotionally) for their families 
do die from AIDS-related illnesses, how are their children and other family members affected? 
This is critical to shaping our understanding of the long-term impacts of scaling up HIV testing 
without also scaling up treatment for HIV-positive persons.  
Recommendations for Future Research 
We have seen that all programs – regardless of their funding source or their ultimate 
goals – have a much higher likelihood of success if they are developed and operationalized 
using a culturally-specific framework. Enacting programs that promote greater equality among 
vulnerable populations, such as those suggested in the previous section, require an in-depth 
222 
 
understanding of the belief systems, family and kinship structures, and interpersonal dynamics 
among the people they seek to help. The scope of this study is such that it cannot possibly 
explore all of these themes adequately. This section suggests ideas for future research studies 
that might aid policy-makers and researchers in formulating more targeted, effective programs 
than those that currently exist. 
Long-term projects funded at high levels that aim to reduce and prevent HIV 
transmission across the globe would benefit from research that describes the precise pathways 
through which structural violence occurs in vulnerable populations and communities. If – as 
medical anthropologists argue – the underlying structures of inequality are most to blame for 
increasing HIV infections throughout the world, then we must look for examples of populations 
in which the inverse occurs. While a review of global epidemiological data already reveals 
patterns in which economic, gender, and ethnic equality almost always correlate to lower rates 
of HIV and AIDS, we must also look for successfully funded programs that have specifically 
sought to create these equalities in so-called developing regions of the world. Longitudinal 
studies that provide both quantitative and qualitative data might show the peripheral effects of 
rectifying structural inequalities, including HIV prevalence and incidence rates. If research 
studies can show that empowering at-risk individuals and communities also has the effect of 
stabilizing or decreasing their risk for HIV infection (thereby having a beneficial effect on the 
overall HIV prevalence rate), this would help researchers and policy-makers alike in making the 
case for programs that address the fundamental inequalities that increase HIV prevalence and 
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Health Care Worker Interview Guide 
Section I: Provider-specific information 
1. What is your job title?  What are your responsibilities in this job? 
2. What has been your education and training before starting work at FPA? 
3. What other training have you received since starting here? 
4. Can you tell me about the VCT training you received?  [Probe: What organization(s) 
sponsored the training?  Who attended the training?] 
5. How would you describe the person(s) who trained you in VCT? 
6. Can you describe the kinds of training materials you received? 
7. Have you been able to use what you learned in VCT training at FPA?  In what ways? 
8. Were you disappointed or frustrated by any aspect of the VCT training? 
9. Will you use other resources or techniques besides those you learned in the VCT training? 
Section II: Working with VCT 
10. Do you know anyone who is HIV-positive? 
11. Do you think any of the patients you currently work with are HIV-positive? 
12. Would you feel comfortable working closely with patients who are HIV-positive? 
13. What concerns do you have about your clinic as it begins to offer HIV testing?  How do you 
see services improved?  What problems do you think it will bring?  [Probe: concerns over 
staff burnout and stress] 
14. What have you done in the past to lessen the feelings of stress and burnout that you may 
get from doing this job?  
Section III: Perceptions of HIV Risk 
15. Do you know anyone who you think is HIV-positive or at risk for getting HIV?  [Probe: Are 
they close to you?] 
16. What behaviors do these people show that makes you think they might be at risk for HIV? 
17. Sometimes when people need to lower stress, they take things to relax. Do you or anyone 
you know take anything like herbal teas?  What about alcohol?  Do you take anything else 
to relax? 
18. Do you know anyone who has been forced into sex?  [Probe: Was this a patient?  Was this a 
friend or family member?  What did you think when this person told you about their 
experience?  Did you think they were partially responsible for what happened?  Why?] 
19. Do you know anyone who has been involved in an incestuous relationship?  [Probe: Was 
this a patient?  Was this a friend or family member?  What did you think when this person 
told you about their experience?  Did you think they were partially responsible for what 
happened?  Why?] 
Section IV: HIV Testing Experiences 
20. There are several different types of HIV tests available around the world. Which ones do 
you know about?  Which test do you think is the most accurate? 
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21. In thinking about different HIV tests and methods, which do you think would be most 
acceptable to your clients?  Which would be easiest for you to give to your patients?  Which 
would you prefer if you were to get an HIV test? [Probe: finger-stick, venous blood draw, 
oral fluids] 
22. How do you feel about an HIV test where the client receives his/her results during the same 
clinic visit?  How would this be different from an HIV test where the client receives results a 
week or two after the test?  Which result would you trust the most?    
23. People are always counseled for an HIV test. How do you think the counseling would 
happen for a same-day result?  [Probe: Who would counsel clients, length of counseling 
sessions, content of session.] 
24. Do you think that offering HIV tests to your clients will be difficult?  Why or why not?  How 
do you think this new service will change the way in which you relate to clients and the way 
they relate to you? 
Patient Interview Guide 
Section I: Life history/social networks 
1. Describe the household where you live currently. [Probe: Are you married?  Have a partner?  
Who lives in the household with you?  Are there any other people who regularly spend time 
in the household, such as extended family or family friends?] 
2. Describe the neighborhood that you live in. [Probe: Who are your neighbors?  Do you 
consider the neighborhood safe?]   
3. What was the last school you attended?   
4. What religion are you?  How often do you attend church/temple/mosque?  Did you grow up 
in this religion? 
5. What kind of work do you do?  How did you choose this type of work? 
6. What do you do for fun? 
Section II: Health-seeking behavior 
7. How many children do you have? Are you pregnant, or trying to conceive?  Planning to have 
children in future?  Using contraception? 
8. What do you do when you feel really ill?  [Probe: Do you take care of it yourself?  Go to the 
pharmacist?  Go to a clinic?  Go to the hospital?] 
9. When we go to the doctor, sometimes we have to tell them our private business. Are you 
comfortable talking with doctors or nurses about private things, like sex?   
Section III: Perceptions of Risk 
10. Do you know anyone who you think is HIV-positive or at risk for getting HIV?  [Probe: Are 
they close to you?] 
11. What behaviors do these people show that makes you think they are HIV-positive? 
12. Sometimes when people need to get rid of stress, they take things to relax. Do you or 
anyone you know take anything like herbal teas?  What about alcohol?  What about things 
that you smoke or inhale that may be difficult to get? 
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13. Do you know anybody who has been forced into sex?  Do you know anyone who has kind of 
pressured a woman into sex? [Probe: Was this a friend or family member?  What did you 
think when this person told you about their experience?  Did you think they were partially 
responsible for what happened?  Why?]   
14. Do you know anybody who has been involved in an incestuous relationship?  [Probe: Was 
this a patient?  Was this a friend or family member?  What did you think when this person 
told you about their experience?  Did you think they were partially responsible for what 
happened?  Why?] 
15. Have you ever breast fed your children?  Do you currently?  Why or why not?  
16. Have you ever used birth control methods?  Which kinds?  Why? 
17. Do you see yourself at risk for HIV in any way?  Why or why not? 
Section IV: HIV Testing Experiences 
18. Do you know anyone who is HIV-positive? 
19. What have you heard about HIV testing?  Do you know anyone who has had an HIV test?  
What was their experience?   
20. Have you ever tried to get an HIV test? Can you tell me some of the reasons you haven’t 
wanted to get an HIV test?  [Probe: Fears of stigma/lack of anonymity, don’t know where to 
get test, don’t see self at risk, etc]   
21.  [Ask only if client has had an HIV test before] Can you tell me a little bit about that HIV 
testing experience?  Where did it take place?  Was there a counselor who spent time with 
you?  Did you get your test results? 
22. If an HIV test were offered to you during your regular appointment here, would you want to 
take the test?  Why or why not?  [Probe: Length of time waiting for results a factor? Needle 
stick?  Inconvenience?  Discrimination?] 
23. There are several different ways that someone can be tested for HIV. Have you heard about 
any of these methods?  Which methods do you know about?  Of the methods that you 
know about, which would you prefer to use if you had an HIV test? 
24. In thinking about getting your HIV test results, would you prefer to receive results in the 
same visit as your test, or would you rather return to the clinic another day to get the 
results? 
25. HIV testing is offered both as an individual test and for couples. Would you prefer to take 
the test alone or would you prefer to bring your partner? 
26. After taking an HIV test, would you prefer to wait for about 30 minutes to receive the 
results from a counselor, or would you prefer to go home and come back to the clinic 
another time for the results?  [Probe: Would you be willing to wait in the clinic for an hour 
for the results?  Would you be willing to come back to the clinic two weeks after the test for 
the results?]    
27. If you received a positive HIV test result, how do you think you would feel?  [Probe: Would 
you tell your family?  Your partner/spouse?  Your job?  Your friends?  Why/why not?] 












Following is a sampling of Pepfar-funded HIV prevention messages in Guyana. These images 
and messages were found on a variety of media, including billboards, posters, and pamphlets. 








































Investigating the lived experiences of HIV-positive women in Guyana is critical to our 
understanding of the larger social forces, or “structures” that may shape individuals’ particular 
vulnerabilities to HIV infection, their interpretations of the informational templates of 
“knowledge” and “risk” presented during pre-test counseling sessions, and their functioning in 
daily life following a positive HIV test. To demonstrate how some Guyanese women experience 
structural vulnerability, I chose to present case studies of two women with whom I conducted 
four interviews each. The questions in these interviews focused more specifically on each 
woman’s childhood/upbringing, relationship history, current family structure and support, and 
experiences after an HIV diagnosis. The two case studies below serve to underscore some of 
these socio-cultural themes that are relevant to being an HIV positive woman in Guyana. All 
names have been changed to protect the confidentiality of informants.  
Case Study #1: “Nanette” 
“Nanette” is a 29-year-old Guyanese woman of mixed race. She was born to a black 
father and “mixed” mother, and had one older brother who lived in the home with them. Her 
father had four older children from previous relationships. She grew up in a Catholic household 
and attended church regularly. The family moved frequently as housing became more 
expensive in downtown Georgetown. They eventually settled in a community on the outskirts 
of Georgetown called Sophia, which was originally created in the 1960s as government-
subsidized housing for the poor. Nanette attended school until she was about 14 years old, 





When she was 16 years old, a young man came to the house to repair her mother’s 
refrigerator. “Thomas” was 19 years old, and soon the two were dating. A few months later, 
Nanette discovered she was pregnant, and she and Thomas were married soon after. They 
eventually moved with their new baby into an apartment closer to town, and over the next 10 
years had four more children together. She continued work as a junior teacher in order to earn 
income for her growing family, particularly since her husband became ill and went into the 
hospital for a few months. It was during this time, when she was 22 years old, that Nanette was 
robbed and raped while walking through a park on her way home from work. Her perpetrator 
was a classmate from primary school.    
Shortly after the birth of their fourth child, Thomas began smoking “black joint,” a 
combination of cocaine and marijuana. He became increasingly drug-dependent over the next 
couple of years, and eventually lost his job. He also became more and more violent toward 
Nanette and the children. At age 24, Nanette became pregnant with her fifth child, and about 
the same time learned that her rapist had died. Rumors circulated that he had died from AIDS. 
Several months later, she gave birth to a son. Her son, “Antwone,” suffered early on from 
respiratory problems and chronic diarrhea. By age two, he had died.  
At age 26, Nanette was grieving the loss of her young son when the nurses at her local 
clinic urged her to get tested for HIV. She agreed, and was devastated to learn that she was 
HIV-positive. Not wanting to burden her aging parents with such news, she told her husband 
the results of her test. He became enraged, accusing her of being promiscuous. Shortly after, he 
left Nanette and she was forced to become the sole provider for her four children. At the same 
time, Thomas began spreading rumors around the community that his wife had AIDS, and 
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warned others to stay away from her. With no income and no support, Nanette moved to a 
new neighborhood with her four children and began dating a carpenter who provided her 
children with food and clothing while they were together. She decided against telling him that 
she was HIV-positive, believing that he would leave Nanette and her children homeless and 
destitute if he found out.  
Several months into the new relationship, she discovered she was pregnant for the sixth 
time. When she told her new boyfriend about the pregnancy, he became angry and left town. 
Once again, Nanette was left to fend for herself. Shortly after the birth of her new daughter, 
Nanette became friendly with an older man who was married and lived with his wife in a 
ramshackle building with a shed in the backyard. He invited Nanette to move into the shed with 
her five children. Shortly after moving in, she began a sexual relationship with him.  
At the time when I interviewed her, Nanette was living with her children in the older man’s 
shed. Her youngest baby was 4 months old and already showing signs of HIV infection. Nanette 
plans to have the baby tested when she is 6 months old. Her estranged husband recently found 
out that he is also HIV-positive. She has not heard from the father of her youngest child, and 
does not know where he is. Nanette has not told her HIV status to her newest sex partner, the 








Case Study #2: “Camille” 
 “Camille” is a 28-year-old woman of mixed Amerindian and East Indian descent. She 
was born to an Amerindian mother who raised her (along with Camille’s grandmother) until she 
was three years old in a small Amerindian village in rural Guyana, near the Venezuelan border. 
Camille never knew her father, but believes that he was a miner who was passing through the 
village where her mother lived, with a brief affair resulting in her mother’s pregnancy with 
Camille. She has very few memories of these early years, and does not recall ever meeting her 
father. 
At the age of three, Camille’s mother sent her to live in an orphanage in the center of 
urban Georgetown. She has never seen her mother since then. At the age of four, Camille was 
adopted by a woman and lived for a couple of years with her. Then, when Camille was eight 
years old, her adoptive mother emigrated to Canada and placed Camille back at the orphanage. 
Camille lived and worked at the orphanage from the time she was 8 until she was 17 years old.  
Camille had a fairly happy childhood at the orphanage, which functioned much like a 
normal household. In the all-girls orphanage, the older girls looked after the younger children, 
cooking all their meals, bathing them, and cleaning the group home. The orphanage was run by 
a Catholic church and administered by nuns and nurses who were responsible for overall 
supervision. Camille recalls that there were strict rules regarding proper behavior, attending 
church, and curfews, and girls who broke the rules were punished accordingly. When Camille 
turned 17, she was considered an adult and forced to leave the orphanage where she had 
grown up. From there she went to live in a sort of hostel for older girls – the only stipulation 
being that girls were expected to remain single and not get pregnant. Camille got a job selling 
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CDs from a vending cart on the street. As a young woman, Camille was a bit shy and 
introverted. She didn’t socialize much with friends outside of the hostel. During this time she 
met “George,” who worked as a laborer in the goldmines in the Amazon rainforest of Guyana. 
On one of George’s return trips, he discovered that Camille had given birth to their child and 
asked her to move in with his mother who owned a house in town. George’s mother, however, 
refused to allow Camille to live on the property, telling her that she was an “outsider” and 
suggested that George was not the father of Camille’s child. Penniless and without any family, 
Camille was forced to send her daughter to an orphanage – the same one where Camille herself 
had grown up. The child – who is now nine years old – still lives at the orphanage today. 
When Camille was 22, a girlfriend convinced her to go out with her to a nightclub in 
downtown Georgetown, which she had never done before. Soon Camille began spending most 
Saturday nights out at the club, and eventually she met a young man named “Tony.” They 
began dating, and prior to beginning a sexual relationship Tony asked Camille to go with him to 
get an HIV test. Camille agreed, and the two went to the local hospital for tests. Both tests were 
HIV-negative.  
Soon after beginning their relationship, Camille and Tony moved into an apartment 
together and Camille became pregnant. Although they never were married legally, they lived as 
a married couple. After the birth of their twins, when Camille was 23, Tony began drinking 
heavily and became emotionally abusive toward Camille, quarreling and picking fights every 
time he came home. Knowing that she couldn’t afford to leave him and support the children 
alone, Camille decided to stay with Tony while looking for another boyfriend. She became 
pregnant again and gave birth to another son. During that time she began going out with 
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friends to the nightclubs, and began to have sexual relationships with several different men. 
When Tony discovered Camille’s infidelity, he kicked her out of the family’s apartment, claiming 
full custody of the couple’s three boys. Today, Camille sees her young sons only when their 
father allows her to, about once every other month. 
When Camille was 26, she was working at a street vendor when she met her next 
boyfriend, “Fred,” who worked at the police station as a guard. She soon became pregnant for 
the fourth time. During her pregnancy and just after the birth of her fourth child – a daughter – 
Camille and Fred began to quarrel over his gambling addiction. Camille had gone to a local clinic 
for prenatal care during this pregnancy, and was offered an HIV test. She agreed to the test, but 
never received the results. Upon going into labor several months later, Camille went to the 
labor and delivery ward, where the nurses there asked her if she was HIV-positive. Camille 
answered that she never received her results. The nurses broke the news to her that the 
hospital records indicated that her test results were positive, but that she was too far along in 
labor to receive the appropriate medications to avoid transferring the virus to her baby during 
birth. When the baby was six months old, she began to have severe breathing problems. 
Camille rushed her to the local hospital after one particularly bad episode, and the baby died of 
pneumonia three days later.  
When I interviewed her, Camille was in her sixth month of pregnancy with her sixth 
child. She had a new boyfriend who she had recently moved in with, and was very much looking 
forward to having another child. 
